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INTRODUCTION. 


The  contents  of  the  following  pages  are  a  collection  of 
notes  on  some  cases  of  difficult  digestion  due  to  displace- 
ments of  certain  abdominal  viscera.  They  are  not  in  any 
sense  intended  to  assume  the  character  of  an  exhaustive 
treatise  on  the  subject  of  enteroptosis,  but  they  may 
perhaps  be  regarded  as  a  contribution  to  the  clinical  study 
of  conditions  which  are  not  altogether  without  import- 
ance. The  chapters  on  movable  kidney  and  gastroptosis 
have  already  been  published  in  the  Transactions  of  the 
Medical  Society  of  London  and  of  the  West  London 
Medico-Chirurgical  Society  respectively,  and  the  interest 
shown  by  many  in  the  papers  here  reprinted  has  em- 
boldened me  to  hope  that  the  additional  matter  in  these 
pages  may  also  be  deemed  worthy  of  attention. 

It  is  hardly  necessary  to  point  out  that  although  the 
general  treatment  by  rest,  uptilting  and  diet,  with 
manipulations  and  exercises,  is  applicable  to  all  the 
various  displacements,  each  case  demands  modifications 
in  detail,  for  it  will  be  obvious  that  while  some  individuals 
can  derive  benefit  from  prolonged  periods  of  absolute  rest 
in  the  recumbent  or  uptilted  position,  others  cannot 
endure  the  irksomeness  of  an  unaccustomed  attitude,  and 
need  to  be  relieved  at  intervals  from  the  maintenance  of 
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a  posture  which  would  be  the  best  for  the  local  trouble  if 
it  could  be  enforced  without  provoking  weariness.  So, 
too,  in  regard  to  the  methods  adopted  for  replacing  the 
intra-abdominal  fat  and  parietal  muscularity.  In  some 
cases  a  large  amount  of  food  can  be  given  without  pro- 
moting any  discomfort,  while  in  others  any  increase  of 
the  quantity  to  which  they  are  accustomed  must  be  very 
cautiously  and  gradually  made.  Again,  the  effects  of 
massage,  both  general  and  abdominal,  must  be  carefully 
noted,  for  the  dosage  depends  entirely  on  the  idiosyncrasy 
of  the  individual,  the  character,  duration,  and  frequency 
of  the  manipulations  requiring  modification  according 
to  the  strength  of  the  patient  and  the  immediate  and 
remote  effects  produced  on  the  pulse,  nervous  system, 
and  especially  on  the  bodily  weight. 

Since  the  chapters  on  '  Movable  Kidney  '  and  'Gastrop- 
tosis  '  have  been  written  many  more  cases  of  enteroptosis, 
with  symptoms  of  disturbed  digestion,  have  come  under 
observation  and  treatment,  in  which,  as  in  those  recorded 
in  these  pages,  the  salient  features  have  been  displacement 
of  either  one  or  both  kidneys,  or  of  the  stomach,  asso- 
ciated with  less  marked  falling  downwards  of  the  other 
abdominal  organs.  It  will  be  seen  that  in  several  cases  in 
which  wandering  kidney  or  dropping  of  the  stomach  has 
been  the  most  noticeable  physical  sign,  evidence  has  been 
forthcoming  of  alteration  in  the  usual  position  of  other 
viscera ;  but  I  have  included  such  examples  of  multiple 
enteroptosis  under  the  headings  corresponding  with  the 
organ  of  which  the  displacement  was  most  marked, 
though,  strictly  speaking,  it  is  by  no  means  usual  to  find 
that  one  abdominal  organ  is  out  of  its  normal  place 
without  any  alteration  in  the  position  of  other  mobile 
viscera. 
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The  recent  investigations  of  Comby1  confirm  my 
opinion  that  enteroptosis  is  not  so  uncommon  in  children 
as  is  contended  by  some,  and  in  more  than  one  case  of 
movable  kidney  there  has  been  a  distinct  history  of  its 
existence  from  early  childhood. 

In  one  such  case  there  was  ample  evidence  that  the 
right  kidney  was  freely  movable  at  the  age  of  three  years  ; 
in  another  lately  under  observation  pain  and  uneasiness, 
with  attacks  of  vomiting,  had  occurred  at  intervals  since 
the  age  of  seven  years,  the  condition  of  gastroptosis, 
arching  downwards  of  the  colon  and  more  than  usually 
mobile  kidneys  on  both  sides  not  being  diagnosed  until 
the  patient  had  reached  middle  life. 

It  must  be  admitted  that  the  phenomena  of  heart-hurry, 
tumultuous  cardiac  action,  precordial  distress,  faintness, 
emotionalism,  and  symptoms  more  closely  referable  to 
digestive  derangement,  have  not  always  received  the 
careful  attention  which  they  may  deserve.  The  patient 
is  dubbed  '  very  neurotic/  and  most  of  the  troubles  com- 
plained of  are  set  down  to  the  nervous  system,  without 
any  examination  being  made  which  might  help  to  establish 
a  possible  cause  in  the  condition  of  the  abdominal  organs. 

There  is  one  feature  in  all  cases  of  dislocation  of 
the  viscera  which  have  come  under  my  notice  that  may 
account  for  the  neurasthenic  symptoms  so  often  con- 
comitant with  enteroptosis,  i.e.,  a  low  blood  pressure  in 
the  systemic  vessels.  The  pulse  is  seldom  under  96 
per  minute,  soft,  easily  compressible,  often  small  and 
obliterated  by  very  slight  pressure  at  all  times  of  the  day. 
In  many  cases  it  is  hardly  perceptible  after  evacuation 
from  the  bowel,  this  function  being  followed  by  marked 
tachycardia  and  in  several  instances  threatened  syncope. 
1  Journal  de  MMecine,  February  25,  J899. 


X 


INTRODUCTION 


Whatever  may  be  the  initial  cause  of  displacement 
of  viscera,  this  condition  is  always  associated  with  dimi- 
nution of  intra-abdominal  pressure,  due  either  to  loss 
of  the  normal  amount  of  fat  surrounding  the  organs  and 
in  the  folds  of  the  peritoneum,  or  to  flaccidity  of  the 
abdominal  walls,  sometimes  associated  with  decrease  of 
parietal  fat  as  well  as  wasting  of  the  muscles.  In  many 
cases  a  combination  of  both  deprives  the  more  mobile 
organs  of  their  proper  support  by  the  fat  and  muscle 
which  should  normally  serve  to  reduce  the  strain  on  the 
ligaments  and  attachments  that  bind  them  more  or  less 
loosely  to  the  posterior  wall  of  the  abdomen.  Thus  the 
whole  weight  of  the  hollow  viscera  and  their  contents,  as 
in  the  case  of  the  stomach,  the  caecum  and  the  transverse 
colon,  also  of  the  ileum  and  jejunum,  is  borne  by  their 
respective  peritoneal  loops,  which  are  stretched  to  the 
utmost  limit  and  indeed  may  become  elongated.  In  the 
case  of  the  kidneys,  when  one  or  both  of  these  organs 
is  not  furnished  with  a  meso-nephron,  the  loss  of  the 
support  which  should  normally  be  afforded  by  the  intes- 
tines when  maintained  in  their  usual  situation  by  fat 
and  muscle  permits  these  comparatively  solid  bodies  to 
wander  from  their  resting-place  on  the  muscles  of  the 
back,  their  weight  pressing  against  the  peritoneum  in 
front  of  them,  pushing  its  folds  before  them,  probably 
forming  in  some  instances  peritoneal  pouches  in  which 
the  kidney  is  partially  enclosed,  thus  acquiring  for  itself 
a  meso-nephron,  and  so  perhaps  accounting  for  the 
existence  of  a  renal  suspensory  ligament  not  infrequently 
found  in  cases  of  floating  kidney.  Loss  of  the  great 
mass  of  fat  usually  surrounding  the  kidney  is  probably 
a  very  common  factor  in  the  production  of  undue  mobility ; 
but  as  this  is  frequently  associated  with  general  wasting, 
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it  is  not  only  the  local  cushion  that  is  destroyed  ;  for  the 
decrease  in  bulk  of  the  abdominal  contents  following  on 
reduction  of  the  fatty  packing  material  deprives  the  sub- 
peritoneal organs  of  the  pressure  which  should  aid  in 
keeping  them  in  their  proper  place. 

Now  whether  it  is  the  actual  dislocation  of  the  organs 
or  the  causes  of  these  displacements  that  affect  the  circu- 
lation and  so  produce  the  symptoms  so  often  met  with  in 
the  subjects  of  enteroptosis,  it  is  very  certain  much  relief 
will  not  be  afforded  unless  the  intra-abdominal  pressure 
is  in  a  great  measure  restored.  Cases  of  floating  kidney 
may  be  treated  by  stitching  the  organ  into  its  place  ;  but 
the  digestive,  circulatory  and  nervous  troubles  are  not 
always  allayed  by  this  procedure  ;  because,  as  I  believe, 
the  conditions  on  which  they  depend  have  not  been 
altered.  In  some  instances,  where  means  have  been 
adopted  to  restore  muscular  tone  to  the  walls  and  to 
replace  the  fat  within  and  upon  them,  the  operation  has 
been  successful ;  but  most  persons  suffering  from  floating 
kidney  or  any  other  viscero-ptosis  would  prefer  to  employ 
these  means  without  surgical  interference. 

In  regard  to  gastroptosis,  it  has  been  stated  by  some 
writers  on  the  subject  that  this  condition  does  not  exist 
without  gastrectasia.  This  is  an  opinion  which  surely 
must  be  based  on  experience  of  very  long-standing  cases 
only,  for  I  feel  sure  in  my  own  mind  that  I  have  met 
with  several  examples  of  marked  gastroptosis  in  which 
there  was  no  true  dilatation  of  the  stomach. 

No  doubt  one  of  the  evils  consequent  on  the  downward 
displacement  of  the  viscus  is  its  enlargement,  the  unsup- 
ported weight  of  the  gastric  contents  tending  to  produce 
a  cul-de-sac  between  the  fundus  and  the  pylorus,  so  that 
a  pouch-like  dilatation  is  developed  ;  but  this  untoward 
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complication  results  from  neglect  of  the  symptoms  and 
physical  signs  of  simple  gastroptosis  until  they  are 
emphasized  by  the  more  serious  and  difficult  condition  of 
ectasia,  supervening  as  a  result  of  the  atony  produced  by 
the  fatigue  arising  from  the  extra  work  imposed  on  the 
gastric  muscular  coat,  which  is  not  so  much  for  the  pur- 
pose of  supporting  the  weight  of  the  stomach  contents  as 
for  the  movements  and  churning  action  to  which  they 
are  especially  adapted.  It  is  probable  that  some  cases  of 
atony  of  the  stomach  leading  to  dilatation  were  in  the 
first  instance  cases  of  gastroptosis,  and  it  is  precisely  in 
these  atonic  examples  of  gastrectasis  that  the  practice  of 
lavage  fails  to  produce  the  alleviation  often  resulting  from 
its  employment  in  conditions  depending  on  pyloric  obstruc- 
tion where  the  gastric  muscular  coat  is  not  atrophied  or 
atonied,  but  hypertrophied  and  over-active. 

In  gastroptosis  the  dyspepsia  resulting  therefrom  will 
not  be  overcome  unless  treatment  is  adopted  having  for 
its  object  the  restitution  of  the  normal  relationship 
between  the  entrance  and  exit  of  the  viscus  and  of  the 
whole  organ  to  its  proper  place  and  surroundings. 

So  it  is  with  the  transverse  colon,  which,  if  it  be 
suffered  to  remain  as  an  inverted  arch  hanging  between 
the  more  fixed  hepatic  and  splenic  flexures,  will  become 
dilated,  atonic,  and  incapable  of  propelling  its  contents 
into  the  descending  colon.  The  force  of  gravity  must  be 
employed  in  relieving  the  bowel  of  the  weight  of  its  con- 
tents by  placing  the  body  of  the  patient  in  such  a  posi- 
tion, as  far  and  frequently  or  constantly  as  possible,  so 
that  the  transverse  mesocolon  may  not  be  persistently 
dragged  on,  and  the  kinks  formed  at  the  junctions  with 
the  ascending  and  descending  colons  by  the  falling  of  the 
transverse  colon  may  be  unfolded  ;  while  the  enfeebled 
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peristalsis  of  the  bowel  is  given  the  assistance  of  arti- 
ficial but  none  the  less  effectual  aid  by  means  of  careful 
systematic  manipulation  of  the  abdominal  walls  over  and 
in  the  direction  of  the  bowel  from  the  caecum  to  the  end 
of  the  descending  colon.  The  effects  of  well-performed 
purposive  massage  of  the  abdomen  are  clearly  demon- 
strable and  readily  recognised  both  in  aiding  the  onward 
passage  of  the  visceral  contents  and  in  improving  the 
nutrition  and  muscularity  of  the  abdominal  walls. 

The  successful  treatment  of  patients  suffering  from 
enteroptosis  appears  to  depend  on  the  improvement  in 
local  and  general  nutrition.  It  is  true  that  downward 
displacement  of  the  abdominal  organs  occurs  in  obese 
subjects,  in  whom  there  is  certainly  no  lack  of  internal 
or  parietal  fat ;  but  in  these  cases  there  is  always  a  loose 
pendulous  belly-wall,  and  unless  the  tone  of  the  abdominal 
muscles  can  be  greatly  improved,  no  good  result  will 
follow. 

Such  conditions  present  greater  difficulties  than  those 
in  which  emaciation  has  been  present,  but  they  are 
amenable  to  the  means  adopted  for  the  replacement  of 
anaemic  obesity  by  firm  solid  flesh.  In  no  case  have  I 
found  any  dislocation  of  abdominal  organs  in  persons 
with  a  fair  amount  of  fat,  together  with  good  muscular 
tone  of  the  belly  wall,  and  I  believe  that  enteroptosis  is 
curable  only  by  the  re-establishment  of  these  two  condi- 
tions. In  every  successful  case  this  has  been  achieved, 
and  in  the  few  failures  treatment  directed  to  this  end  has 
proved  unavailing. 

Although  a  chapter  has  been  devoted  to  the  considera- 
tion of  abnormalities  in  the  position  or  condition  of  another 
pelvic  organ,  it  should  be  noted  that  the  relationship 
between  uterine  displacements  and  disordered  digestion 
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has  not  been  dealt  with  in  these  pages,  for  the  reason  that 
the  subject  appears  to  belong  more  properly  to  the  realm 
of  gynaecology,  and  is  therefore  outside  the  scope  and 
purpose  of  this  volume.  Similarly,  I  have  omitted  the 
mention  of  cases  recorded  by  other  authors,  to  whose 
works  I  am  indebted  for  valuable  information  on  the 
subject  of  enteroptosis,  to  which  this  little  book  is  only  a 
very  modest  contribution  of  clinical  notes  on  conditions 
observed  by  myself. 

23,  Hertford  Street,  Mayfair, 
September,  1899. 


DIFFICULT  DIGESTION 
DUE  TO  DISPLACEMENTS. 


CHAPTER  I. 

GASTROPTOSIS. 

Since  the  year  1888,  out  of  468  cases  with  dyspeptic 
symptoms  recorded  in  my  note-books,  I  find  only  27  in 
which  the  condition  of  simple  gastroptosis  has  been 
diagnosed,  in  the  majority  of  which  diagrams  were  made 
illustrating  what  I  believe  fairly  represents  the  position  of 
the  stomach  in  the  recumbent  and  erect  posture  in  each 
case.  Of  these  27  cases  only  8  occurred  in  males,  whose 
ages  ranged  from  thirty-two  to  sixty-one  years,  while  of 
the  19  females,  the  eldest  was  forty-five  and  the  youngest 
nine  years  old.  In  3  other  male  and  6  other  female  cases 
nephroptosis  was  co-existent,  8  of  the  right  kidney  and 
1  of  the  left.  To  these  reference  has  already  been  made 
in  my  book  on  '  The  Practice  of  Massage,'1  and  in  previous 
papers.2    Gastroptosis  has  also  frequently  come  under 

1  '  The  Practice  of  Massage/  second  edition.  London  :  Bailliere, 
Tindall  and  Cox. 

2  '  Paroxysmal  Heart-Hurry  associated  with  Visceral  Disorders,' 
Lancet,  1891,  vol.  ii.,  p.  118.  'The  Mechano-therapy  of  Movable 
Kidney,'  Lancet,  1898,  No.  5,  vol.  i.,  p.  288. 
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my  notice  associated  with  sigmoid  prolapse,  inguinal 
hernia,  and  the  downward  displacement  of  the  other 
abdominal  viscera,  but  such  cases  more  properly  belong 
to  the  larger  subject  of  enteroptosis.  In  this  chapter  I 
shall  endeavour  to  limit  myself  to  the  discussion  of 
gastroptosis  only.  It  will  be  observed  that  the  proportion 
of  cases  of  simple  gastroptosis  to  other  chronic  dyspeptic 
ailments  is  very  small;  but  it  would  be  easy  for  me  to 
multiply  instances  of  this  condition  if  I  did  not  desire  to 
place  some  restriction  on  the  use  of  the  term  '  ptosis '  in 
reference  to  the  abdominal  organs.  The  mobility  of  the 
viscera  under  normal  conditions,  and  their  change  of 
position  during  inspiration  and  expiration,  vary  greatly 
in  different  individuals  ;  therefore  within  certain  limits  it 
would  not  be  justifiable  to  apply  the  expressions  '  movable,' 
'  dropped,'  or  '  fallen,'  to  organs  which  in  many  persons 
appear  to  undergo  somewhat  greater  changes  of  position 
than  are  set  down  in  most  text-books,  or  are  seen  in  the 
cadaver.  For  this  reason  let  me  premise  my  remarks  on 
gastroptosis  by  stating  at  once  that  for  myself  the  term 
is  not  fairly  applied  to  a  stomach  in  which  the  upper 
border  of  the  fundus  does  not  appear  to  fall  below  the 
level  of  the  left  seventh  costal  cartilage  at  its  most 
dependent  point,  or,  in  other  words,  below  an  imaginary 
horizontal  line  drawn  round  the  left  chest  from  the  tenth 
dorsal  spinous  process. 

This  line  I  have  drawn  for  myself  in  more  than  two 
hundred  persons  of  both  sexes,  and  have  found  that  it 
crosses  the  seventh  costal  cartilage  in  front,  just  about  the 
angle  formed  by  its  ascending  portion  on  the  way  up  to 
join  the  sternum.  In  less  than  ten  instances  have  there 
been  any  deviations  from  this  correlation  between  the 
tenth  dorsal  spine  and  the  angle  of  the  seventh  costal 
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cartilage.  Now,  MacLellan  states  that  the  gastric  fundus 
normally  reaches  as  high  as  the  left  sixth  sterno-chondral 
joint.  Luschka  places  it  higher  still,  and  none  of  the 
text-books  I  have  consulted  place  it  lower  than  MacLellan. 
My  measurements  were  taken  with  the  patients  or 
subjects  lying  on  the  back,  the  shoulders  being  on  the 
same  level  as  the  hips,  and  the  thighs  flexed  in  an  easy 
position.  It  is  in  this  dorsi-recumbent  attitude  that  the 
examinations  of  the  abdomen  have  been  made  in  all  the 
cases  referred  to  in  this  and  other  papers  bearing  on 
visceral  disorders  written  by  me.  After  ascertaining  as 
far  as  possible  (by  inspection,  palpation,  percussion, 
ausculto-palpation,  and  obtaining  the  splash  sound)  the 
limits  of  the  stomach  in  the  horizontal  position,  I  have 
then  examined  the  patient  standing  up,  and  I  confess  it 
has  been  for  me  a  much  more  difficult  matter  to  map  out 
the  position  of  the  viscera  when  the  subject  is  standing 
up,  even  in  thin,  flabby-walled  persons,  than  when  the 
abdominal  muscles  are  relaxed,  and  the  organs  are  not 
bulging  forward. 

But  it  is  in  the  vertical  position  that  the  contour  of  the 
abdomen  seen  in  profile  reveals  the  peculiar  pear-shaped 
bulging  of  the  hypogastric  region  and  scaphoid  sinking  of 
the  epigastrium  described  by  Mr.  Lockwood,1  though  I 
think  that  the  loss  of  packing  material  has  as  much  to  do 
with  the  downward  displacement  of  the  abdominal  viscera 
as  the  lack  of  muscular  tone  in  the  majority  of  cases 
coming  under  my  own  observation.  In  order  to  over- 
come the  difficulty  to  which  I  have  alluded  in  seeking  to 
diagnose  the  existence  and  extent  of  visceroptosis  when 
the  patient  is  erect,  I  have  devised  a  plan  for  myself 
which  may  also  commend  itself  to  others.   It  is  very  simple, 

1  '  Hunterian  Lectures,'  Lewis,  1887. 
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and,  I  venture  to  think,  effective.  A  broad  frame 
(6  feet  6  inches  by  3  feet  6  inches)  with  a  firm  foot-piece 
at  right  angles  thereto  is  swung  between  two  uprights,  and 
can  be  adjusted  and  fixed  at  any  angle,  thus  permitting 
examination  on  any  plane  between  the  perpendicular  and 
horizontal.  The  patient  to  be  examined  rests  on  this, 
and  very  soon  gains  confidence  in  the  somewhat  novel 
attitude  sufficiently  to  relax  the  abdominal  walls.  Thus, 
with  the  force  of  gravity  in  your  favour  almost  as  com- 
pletely as  when  the  subject  under  examination  is  standing 
up,  the  abdomen  may  be  examined,  and  the  greatest 
extent  of  ptosis  so  observed  can  be  compared  with  that 
which  has  already  been  noted  in  the  recumbent  posi- 
tion. I  have  had  many  opportunities  of  testing  the  use 
of  this  little  contrivance,  and  so  far  it  has  admirably 
fulfilled  the  purpose  for  which  it  has  been  designed ; 
I  am  quite  satisfied  that  it  will  prove  to  be  an  aid 
to  diagnosis  in  gastro-  and  other  ptosis  of  abdominal 
organs. 

Much  difference  of  opinion  appears  to  exist  between 
practitioners  of  medicine  as  to  the  value  of  the  means  at 
our  disposal  for  examining  and  localizing  the  abdominal 
organs  without  the  intervention  of  the  operating  surgeon  ; 
and  even  when  the  scalpel  cuts  our  diagnosis  to  pieces, 
and  destroys  the  cherished  belief  in  our  tactile  sense  and 
the  evidence  of  things  not  seen,  revealing  anything  but 
the  substance  of  things  hoped  for,  we  find  the  most 
eminent  surgical  authorities  differing  as  to  the  normal 
or  usual  position  of  the  stomach,  one  declaring  that  the 
long  axis  is  very  nearly  vertical,1  while  another  says  that 
the  vertical  stomach  described  by  some  authors  must  be 

1  '  Traitement  Chirurgical  des  Affections  de  l'Estomac,'  etc.,  par 
Dr.  E.  Doyen.    Paris  :  Rueff  et  Cie,  1895. 


To  face  page  1 8. 


GASTROPTOSIS 


19 


exceedingly  rare,  as  he  has  never  met  with  it  in  surgery.1 
Now,  under  these  circumstances  the  relative  value  of 
palpation,  percussion,  and  auscultation  cannot  profitably 
be  discussed,  because  while  so  great  an  authority  as  the 
Regius  Professor  of  Physic  in  the  University  of  Cambridge 
regards  auscultation  alone  or  combined  with  percussion 
as  of  very  little  use,  and  percussion  as  less  valuable  than 
might  be  expected,  I  venture  to  believe  that  I  have  been 
able  to  map  out  fairly  accurately  the  dimensions  of  the 
stomach  in  a  large  number  of  cases,  as  also  of  the  other 
viscera,  and  my  topographical  delineation  has  been  con- 
firmed by  the  independent  observation  of  others. 

The  methods  pursued  have  been  those  already  briefly 
referred  to,  viz.,  inspection  in  different  attitudes,  palpation 
in  the  recumbent,  tilted  up,  lateral  and  erect  postures, 
and  sometimes  in  the  prone  position,  or  with  the  patient 
resting  on  the  hands  and  knees ;  then  percussion,  both 
direct,  without  the  intervention  of  the  passive  finger  and 
with  it,  has  appeared  to  me  to  be  more  useful  than  so 
cautious  an  observer  as  Professor  Clifford  Allbutt  seems 
to  have  found  it.  Again,  I  believe  that  ausculto-palpation 
has  been  very  instructive  to  me  in  confirming  the  diagnosis 
of  visceral  displacements  and  dimensions.  While  the 
stethoscope  is  poised  lightly  on  the  abdominal  wall,  I  use 
both  hands  to  palpate,  press  on,  or  stroke  the  abdominal 
and  hypochondriac  walls,  and  I  rarely  find  that  the 
dimensions  mapped  out  by  this  plan  are  not  confirmed 
by  percussion,  and  vice  versa.  Moreover,  to  test  the 
accuracy  of  the  ear,  I  often  shut  my  eyes  so  that  I  cannot 
see  the  marks  already  made  by  the  flesh  pencil  as  the 
result  of  one  or  other  of  the  means  employed.  Tapping 

1  ■  Enteroptosis,'  by  F.  Treves.  Allbutt's  '  System  of  Medicine,' 
vol.  iii. 
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lightly,  very  gently  indeed,  with  the  tip  of  the  semi-flexed 
finger  in  a  somewhat  staccato  fashion,  is  also  a  favourite 
practice  of  mine  in  examining  the  abdomen.  But  I  need 
not  continue  to  describe  methods  of  physical  examination 
probably  familiar  to  all  who  are  keenly  interested  in  their 
work.  Still,  when  one  can  secure  the  advantage  of 
examining  the  abdomen  before,  after,  and  between  meals, 
and  often  when  called  for  in  the  night,  with  frequent 
opportunity  of  handling  the  abdomen,  employing  Frerich's, 
Penzoldt's,  Gunzberg's  and  the  salol  tests,  washing  and 
examining  fasces  and  testing  urine  daily,  facilities  are  thus 
afforded  for  close  observation,  giving  one  temerity  to 
discuss  such  subjects  as  this ;  and  I  trust  that  the  con- 
centration of  attention  on  a  few  cases  may  make  up  for 
the  lack  of  the  wider  experience  which  enables  some 
writers  on  this  and  kindred  subjects  to  question  the  exis- 
tence of  any  conspicuous  symptoms  in  displacements  of 
the  healthy  stomach  and  the  fact  of  the  evacuation  of  its 
contents  by  manipulation.  For  my  part,  I  have  never 
come  across  a  case  of  gastroptosis  which  could  fairly  so 
be  called  in  which  there  were  not  marked  symptoms  of 
digestive  derangements,  and  as  to  the  mechanical  expres- 
sion of  the  gastric  contents  by  massage,  the  value  of  such 
a  method  is  not  based  on  the  statements  of  Zabludowski, 
myself,  or  others  who  are  experts,  but  unprejudiced 
observers  have  testified  to  its  successful  practice,  and 
among  my  own  patients  more  than  one  member  of  our 
profession  in  a  state  of  sceptical  dyspepsia  has  experienced 
the  comfort  of  the  fact  in  corpore  suo. 

If,  then,  I  were  asked,  What  are  the  physical  signs  and 
symptoms  of  gastroptosis  ?  I  should  say  that,  on  inspec- 
tion in  the  recumbent  position,  the  natural  convexity  of 
the  epigastric  region  was  lost,  and  in  place  thereof  there 
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is  a  marked  concavity  between  the  costo-chondral  arches 
from  the  xiphoid  cartilage  almost  as  low  down  as  the 
navel,  sometimes  below  this  point.  There  may  also  be  a 
median  sulcus  intensified  above  by  the  narrowing  of  the 
space  between  the  right  and  left  rib  cartilages,  its  shape 
being  more  that  of  an  inverted  Y  (\)  than  an  inverted 
V  (y\).  The  whole  abdomen  may  be  more  or  less  flattened 
with  bulging  of  the  flanks;  and  in  the  erect  posture  the 
depression  over  the  epigastric  region  is  still  more  marked, 
while  the  umbilical  and  especially  the  hypogastric  regions 
are  unduly  prominent,  but  not  so  distinctly  pendulous  as 
in  cases  of  general  enteroptosis. 

On  percussion  the  stomach  note  is  found  to  be  topo- 
graphically very  much  lower  than  usual,  sometimes  not 
audible  until  the  left  seventh  interspace,  or  even  lower 
than  this  in  the  recumbent  position,  while  the  lower 
margin  of  the  stomach  is  below  the  level  of  the  navel,  and, 
on  comparing  these  conditions  with  what  is  found  in  the 
upright  or  semi-erect  position,  the  percussion  note  will  be 
found  to  be  still  lower,  the  upper  border  of  the  stomach 
being  sometimes  also  visible,  and  the  lower  border  reach- 
ing as  low  as  three  fingers'  breadths  below  the  level  of  the 
navel  without  any  increase  of  the  vertical  or  horizontal 
measurements. 

Now,  if  Frerich's  test  is  employed  while  the  patient  is 
in  the  erect  or  semi-erect  posture  (I  mean  by  this  latter 
term  resting  on  the  couch  I  have  mentioned),  it  will  be 
found  that  the  resonance  rises  no  higher  than  the  upper 
limit  of  the  stomach  noted  in  the  recumbent  position. 
H  erein  lies  the  difference  in  behaviour  of  the  dilated  and 
the  fallen  stomach.  In  the  former  the  distension  of  the 
organ  may  rise  upwards  as  high  as  the  fourth  left  costal 
cartilage,  and  downwards  far  below  the  navel ;  but  in  the 
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latter  the  actual  limits  of  the  organ  will  be  only  slightly 
increased,  and  the  gas  will  be  more  readily  and  rapidly 
compressed  and  expelled.  If,  however,  there  is  a  com- 
bination of  gastroptosis  with  ectasia,  the  limits  of  the 
stomach  may  be  increased  vertically ;  but  even  then  the 
tympanitic  sound  does  not  rise  higher  in  the  chest  than 
in  the  case  of  simple  gastroptosis.  Another  physical  sign 
difficult  to  describe,  though  very  easy  to  elicit  in  gastrop- 
tosis, is  what  I  may  term  ballotment,  for  it  differs  from 
the  splash  sound  obtained  in  dilatation. 

If  the  stethoscope  or  phonendoscope  is  placed  over  the 
intercostal  space,  beneath  which  percussion  and  ausculto- 
percussion  have  established  the  probable  upper  limit  of 
the  fundus,  and  the  palm  of  the  hand  is  pressed  upwards 
against  the  lower  border  of  the  stomach,  a  wave  is  pro- 
duced in  the  contents  which  comes  up  against  the  cardiac 
enlargement  with  an  unmistakable  and,  at  first,  startling 
splash,  the  impact  against  the  stomach  wall  being  trans- 
mitted to  the  stethoscope  and  permitting  no  doubt  as  to 
the  whereabouts  of  the  upper  limit ;  for  if  the  instrument 
be  gradually  shifted  until  it  is  no  longer  over  the  stomach, 
as  soon  as  it  ceases  to  cover  any  part  of  the  viscus  itself 
the  splash  immediately  becomes  indistinct  and  distant. 
There  is  yet  another  physical  sign  which  may  prove 
useful  in  determining  the  position  of  the  stomach,  and  in 
discriminating  between  stomach  and  colon.  This  is 
elicited  by  using  the  phonometer  or  tuning-fork,  placing 
the  instrument  while  vibrating  over  the  regions  of  the 
abdomen  occupied  by  the  hollow  viscera,  and  noting  the 
difference  in  the  tone  of  the  note  when  the  tuning-fork  is 
moved.  The  change  in  the  character  of  the  musical 
sound  will  be  instantly  detected,  as  it  varies  with  the 
subjacent  organ. 
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This  I  have  found  very  useful  in  preventing  an  error  to 
which  Dr.  Robert  Maguire  has  drawn  attention  in  a  recent 
paper  on  'Palpation  and  Auscultatory  Percussion,'1  where- 
in he  refers  to  the  impossibility  of  correctly  defining  the 
lower  limits  of  the  stomach  by  the  latter  means  if  the 
transverse  colon  overlies  the  stomach.    The  use  of  the 
phonometer  will  enable  an  observer  after  a  little  practice 
to  recognise  the  difference  between  the  quality  of  the  note 
heard  when  colon  alone  is  beneath  the  instrument,  and 
when  colon  plus  stomach  lies  beneath  it.    In  gastroptosis 
there  may  frequently  co-exist  an  arching  downwards  of 
the  transverse  colon  ;  but  time  will  not  permit  reference 
to  this  condition,  as  it  belongs  more  properly  to  the  sub- 
ject of  general  enteroptosis,  too  large  to  be  adequately 
dealt  with  in  the  short  time  at  our  disposal.    Though  it 
is  much  more  common  to  find  gastroptosis  as  a  condition 
associated  with  other  displacements  of  abdominal  viscera 
than  alone,  and  cases  of  simple  downward  displacement 
of  the  stomach  may  be  very  rare,  still,  that  they  do  exist 
and  give  rise  to  marked  symptoms,  even  where  the  most 
careful  examination  fails  to  establish  any  other  visceral 
displacement,    must   be   conceded,   unless   indeed  the 
symptoms  are  to  be  attributed  to  other  causes. 

Mr.  Treves2  says,  '  I  am  not  aware  that  these  dis- 
placements of  the  healthy  stomach  give  rise  to  any 
conspicuous  symptoms,  nor  is  the  condition  easily  recog- 
nised except  on  abdominal  operation.  The  instances 
which  have  come  under  my  notice  have  been  discovered 
unexpectedly  in  this  way.' 

By  the  term  '  healthy  stomach  '  I  suppose  we  are  to 
understand  a  stomach  which  is  not  the  seat  of  some  coarse 

1  British  Medical  Journal,  No.  1938,  February  19,  1898. 

2  Loc.  cit. 
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lesion.    If,  however,  disordered  function  is  sufficient  to 
establish  want  of  health  in  the  organ,  then  the  statement 
of  Mr.  Treves  doubtless  holds  good  ;  for  without  any  de- 
rangement of  gastric  digestion  obviously  no  conspicuous 
symptoms  will  exist.    Here  the  experience  of  the  surgeon 
appears  to  differ  from  that  of  the  medical  practitioner, 
for  we  do  not  often  have  opportunities  of  diagnosing 
conditions  to  which  the  patient  has  not  drawn  our  atten- 
tion by  complaints,  guiding  us  to  seek  for  the  possible 
causes  of  the  discomfort  from  which  relief  is  demanded. 
That  we  may  overlook  the  existence  of  an  unexpected 
source  from  which  comparatively  familiar  symptoms  may 
arise  is  very  possible,  just  as  it  is  not  altogether  improb- 
able that  operating  surgeons  accustomed  to  deal  more 
frequently  with  the  graver  forms  of  disease  may  not  re- 
gard as  conspicuous,  symptoms  which  we  are  called  upon 
to  alleviate  because  they  interfere  very  seriously  with  the 
well-being  of  those  who  consult  us.    What,  then,  are  the 
symptoms  to  which  gastroptosis,  apparently  uncompli- 
cated  by  dilatation  or  by  the  displacement  of  other 
viscera,  give  rise?    The  following  cases  may  serve  to 
illustrate  them. 

The  first  to  which  I  shall  briefly  draw  your  attention  is 
chosen  because  it  is  a  good  example  of  the  condition 
portrayed  by  Rudinger1  and  quoted  by  Mr.  Treves  : 

Case  i. — The  patient,  a  lady  aged  thirty-nine,  married  six 
and  a  half  years,  one  boy,  aged  five,  was  sent  to  me  by  my 
friend  Dr.  Arthur  Clemow.  She  was  quite  unaware  of 
the  existence  of  any  displacement,  and,  as  far  as  I  know, 
still  remains  ignorant  of  what  I  venture  to  believe  was 
the  cause  of  some  of  the  symptoms  which  she  described 
without  any  prompting,  leading  questions,  or  suggestions 
from  either  Dr.  Clemow  or  myself,  and  before  I  had  made 

1  'Topographisch  Chirurgische  Anatomie,'  plate  viii.,  fig.  A,  1878. 
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any  physical  examination.  She  complained  that  taking 
food  distressed  her,  and  was  followed  almost  directly  by 
dragging  pain  in  the  precordial  region  and  in  the  back, 
most  acute  about  the  ninth  and  tenth  dorsal  vertebras, 
flatulence,  sour  eructations  and  a  sense  of  weight  across 
the  abdomen  just  above  the  navel.  She  had  suffered  from 
insomnia  for  six  weeks,  with  much  discomfort  generally 
over  the  abdomen,  and  severe  pain  at  night  of  a  hot  or 
burning  character  to  the  left  of  the  navel  and  towards  the 
left  hypochondrium.  For  some  time  before  the  onset  of 
marked  sleeplessness  there  had  been  constipation  alter- 
nating with  sour-smelling  diarrhoea.  There  had  been 
gradual  loss  of  flesh,  latterly  becoming  more  marked. 

At  the  age  of  twenty-three  she  had  suffered  from 
dyspepsia  and  nervous  prostration  for  some  months. 
Again,  at  the  age  of  thirty-two,  there  had  been  a  short 
attack  of  indigestion  with  lienteric  diarrhoea,  and  three 
years  prior  to  the  present  attack  there  had  been  slight 
attacks  of  dyspepsia,  recurring  ever  since  at  intervals. 
During  the  past  summer  much  domestic  anxiety  had  been 
associated  with  broken  rest  while  nursing  a  sick  relation. 

The  appearance  of  the  patient  pointed  to  malnutrition  ; 
her  face  was  thin  and  pinched,  the  nose  was  blue,  the  lips, 
gums,  and  conjunctivas  pale.  The  trunk  and  limbs  were 
very  thin,  with  little  or  no  subcutaneous  fat,  the  inter- 
costal spaces,  supra-  and  sub-clavicular  spaces  being 
markedly  hollow.  The  hands  and  feet  were  thin,  cold, 
and  blue.  Physical  examination  of  the  chest  revealed 
nothing,  the  cardiac  and  respiratory  sounds  being  normal ; 
but  the  conformation  of  the  chest  was  peculiar,  being 
much  longer  than  usual,  and  at  the  level  of  the  eighth 
ribs  in  the  mammary  line  there  was  a  marked  lateral  con- 
striction, which  was  followed  below  by  a  bulging  on  both 
sides  of  the  lower  ribs;  the  costo-chondral  margins  ran 
from  the  ensiform  cartilage  downwards  to  the  eighth  and 
ninth  inter-chondral  joint  on  the  left  side,  and  a  little 
lower  on  the  right,  almost  in  a  straight  line,  so  that  they 
were  parallel  and  would  not  admit  two  fingers  to  lie 
between  them,  then  the  arch  was  abruptly  formed,  and 
the  chondral  margins  of  the  ninth,  tenth,  and  eleventh 
ribs  seemed  to  be  almost  transverse  instead  of  oblique. 
There  was  a  deep  median  sulcus  running  from  the  xiphoid 
cartilage  to  within  three  fingers'  breadths  of  the  navel, 
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the  epigastric  region  being  scaphoid  both  in  the  recum- 
bent and  erect  posture.  Some  distension  of  the  umbilical 
region  was  noticed  in  the  erect  position,  but  when  lying 
down  the  whole  abdomen  seemed  concave,  and  the  anterior 
superior  spines  of  the  iliac  bones  were  painfully  prominent. 
Palpation  enabled  one  to  feel  the  pulsation  of  the  abdo- 
minal aorta  very  plainly  without  pressure  in  the  epigastric 
region ;  but  the  margin  of  the  liver  could  not  be  felt  even 
on  deep  inspiration  in  any  position  of  the  body.  Percus- 
sion, ausculto-palpation,  and  ausculto-percussion  in  the  re- 
cumbent posture  led  me  to  believe  that  the  stomach  limits 


above  did  not  extend  upwards  beyond  the  eighth  intercostal 
space  in  front  of  the  mammary  line  on  the  left  side  across 
the  left  hypochondrium  towards  the  deep  inter-chondral 
median  sulcus  already  mentioned  ;  downwards  in  the  left 
mammary  line  the  stomach  note  reached  the  level  of  the 
umbilicus,  and  thence  diagonally  upwards  the  lower  border 
could  be  easily  made  out  to  the  junction  of  the  eighth  and 
ninth  right  costal  cartilages.  The  ballotment  or  splash 
could  be  distinctly  felt  and  heard,  and  some  sour-smelling 
flatus  was  eructated.  There  was  tenderness  on  pressure 
just  above  and  very  little  to  the  left  of  the  navel. 

In  the  erect  posture  there  was  no  stomach  resonance 
on  percussion  over  the  left  hypochondrium,  but  when  firm 
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pressure  was  made  over  the  umbilical  region  the  tympanitic 
note  could  be  heard  to  the  level  of  the  left  eighth  costal 
cartilage  in  the  mammary  line.  On  relieving  the  abdo- 
men from  pressure,  the  lower  border  of  the  stomach 
appeared  to  cross  from  a  point  two  fingers'  breadths 
below  and  three  to  the  left  of  the  navel  up  to  the  right 
eighth  and  ninth  interchondral  joint. 

It  will  be  observed  that  the  downward  displacement  of 
the  stomach  was  enhanced  by  the  change  of  position  from 
the  horizontal  to  the  vertical  attitude  of  the  body,  but 
that  the  pyloric  end  of  the  viscus  did  not  appear  to  be 
influenced  by  the  alteration  of  the  patient's  posture. 
Even  deep  inspiration  and  fixation  of  the  diaphragm  by 
holding  the  breath  did  not  appear  to  affect  the  limits  of 
the  stomach  to  the  right  of  the  median  line  except  in 
slightly  increasing  the  ptosis  so  far  that  the  lower  margin 
fell  one  finger's  breadth  below  the  pencil-mark  previously 
drawn  under  the  conditions  of  tranquil  respiration.  Sub- 
sequently frequent  opportunities  arose  for  examining  the 
abdomen  ;  the  salol  test  was  employed,  and  no  reaction 
appeared  in  the  urine  till  after  the  lapse  of  three  hours, 
snowing  that  there  was  some  delay  in  the  passage  of  salol 
from  an  acid  to  an  alkaline  medium — perhaps  we  may 
fairly  presume  that  this  indicated  undue  retention  of  the- 
gastric  contents,  since  the  other  symptoms  to  which  I 
have  referred  also  pointed  to  delay  in  the  evacuation  of 
the  food-stuff  from  the  stomach.  Once  only  French's  test 
was  applied,  when  the  brief  distension  of  the  viscus  was 
not  greater  than  that  previously  noted  as  due  to  the 
accumulation  of  flatus,  which  caused  much  discomfort 
and  harassed  the  patient  in  her  futile  attempts  to  expel 
the  gas  by  voluntarily  induced  belching,  resulting  in  air 
swallowing  and  consequent  greater  inflation. 

In  this  case  I  should  say  that  there  was  no  dilatation  of 
the  stomach  ;  the  measures  taken  to  relieve  the  symptoms 
were  quite  successful,  and  left  no  room  for  supposing  that 
there  were  any  adhesions  binding  the  organ  down  in  any 
direction.  There  was  no  evidence  of  pyloric  obstruction 
due  to  cicatrisation,  the  presence  of  a  new  growth  or 
adhesion  ;  indeed,  the  result  of  treatment  precludes  the 
possibility  of  any  more  untoward  disturbance  of  the 
functions  of  the  pylorus  than  those  which  would  follow, 
and,  as  I  believe,  did  result  in  this  case  from  the  fact  that 
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the  greater  curvature  formed  a  sort  of  cul-de-sac  in  which 
the  matters  ingested  remained  too  long  fermenting,  the 
level  of  the  stomach  contents  being  below  the  pyloric 
orifice,  and  only  partially  expelled  through  it,  leaving  a 
residuum  to  taint  further  food  supplies  which  were  added 
thereto.  The  alternation  of  constipation  with  sour- 
smelling  diarrhceic  stools  points  to  this  condition.  The 
attacks  of  belching,  with  sudden  regurgitation  of  acrid 
matters,  and  the  visible  contraction. of  the  stomach  which 
occurred  under  my  personal  observation,  were  milder 
forms  of  the  effects  produced  by  gastrectasia  ;  but  they 
ceased  to  exist  almost  as  soon  as  the  relationship  of  the 
force  of  gravity  to  the  contents  of  the  organ  was  altered 
by  tilting  the  patient's  trunk  so  that  the  buttocks  were 
higher  than  the  shoulders,  and  the  expulsion  of  the  chyme 
was  aided  by  manipulation. 

Rest  in  bed  was  strictly  maintained  for  five  weeks,  the 
patient  rising  only  for  a  very  short  time  each  morning  to 
take  a  bath.  In  the  five  weeks  the  unclothed  weight  rose 
from  7  st.  5  lb.  to  8  st.  4!  lb.  During  the  sixth  week  the 
patient  was  permitted  gradually  to  increase  the  length  of 
time  spent  out  of  bed,  and  finally  to  take  walking  exercise. 

The  patient,  six  weeks  after  the  termination  of  treat- 
ment, was  seen.  There  had  been  no  return  of  symptoms 
since,  and  the  physical  signs  no  longer  pointed  to  the 
existence  of  gastroptosis.  The  appetite  was  good,  there 
had  been  no  pain  or  sleeplessness,  and  the  clothed  weight, 
9  st.  2  lb.,  showed  that  there  had  been  no  loss  since  the 
resumption  of  active  life. 

Case  2. — The  second  case  to  which  I  would  briefly  draw 
your  attention  occurred  in  a  man  aged  forty-one,  who  con- 
sulted me  in  December,  1893,  complaining  of  constant 
dragging  pain  in  the  epigastrium,  with  distension,  soreness, 
and  a  sense  of  weight  above  and  around  the  navel  after 
food,  pain  between  the  shoulders  and  in  the  back  at  a  point 
corresponding  to  the  ninth  dorsal  spine,  whence  it  seemed 
to  radiate  upwards  and  to  the  left,  and  round  to  the  front 
of  the  chest. 

These  symptoms  caused  great  depression,  and  had 
gradually  increased,  with  loss  of  weight,  for  many  years, 
till  now  he  felt  so  weak  that  he  feared  he  must  abandon 
his  employment ;  for  although  he  felt  fairly  well,  he  was 
now  hardly  strong  enough  to  dress  himself  in  the  morning. 
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Every  meal,  whatever  the  character  of  the  food,  produced 
nausea,  sickening  weight,  flatulence,  and  sour  eructations. 
Vomiting  rarely  occurred,  but  on  the  few  occasions  when 
it  did  he  noticed  the  extreme  acidity  of  the  vomit.  His 
height  was  5  ft.  7  in.,  and  his  clothed  weight  8  st.  Need- 
less to  say,  he  was  very  thin,  the  skin  was  dry  and  sallow, 
and  the  expression  harassed,  almost  anxious.  The  tongue 
was  very  pale  and  flabby,  slightly  furred  and  marked  with 
the  teeth.  The  nails  were  bloodless,  and  the  hands  and 
feet  very  cold.  The  appetite  was  capricious,  sometimes 
none  at  all,  at  others — after  diarrhoea — ravenous.  When 


there  were  not  three  or  four  unformed  stools,  the  motions 
were  daily  hard  and  dry. 

Physical  examination  in  the  recumbent  position  showed 
that  the  epigastric  region  was  concave,  the  umbilical 
region  slightly  bulging,  the  abdomen  otherwise  being 
flattened  and  the  hip  bones  very  prominent.  There  was 
soreness  and  tenderness  on  palpation  over  the  umbilical 
region,  which  felt  when  the  hand  was  laid  on  it  just  as  if 
there  was  a  half-filled  watering  (indiarubber  foot-warmer) 
under  the  palm.  The  smallest  movement  of  the  hand  or 
Angers  was  immediately  followed  by  a  squelching  sound. 
At  first  I  thought  the  case  was  one  of  dilatation,  but  on 
percussing  from  above  downwards,  the  stomach  note  was 
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not  heard  till  the  lower  border  of  the  eighth  left  costal 
cartilage  was  reached,  thence  just  outside  the  mammary 
line  downwards  towards  the  navel,  and  from  just  above 
the  navel  upwards  in  the  median  line  to  the  lower  margin 
of  the  liver  (distinctly  felt)  the  position  of  the  stomach 
could  be  plainly  made  out  by  palpation,  percussion,  and 
ausculto-percussion. 

I  could  not  trace  distinctly  the  upper  border  of  the 
stomach  by  any  means,  save  in  the  left  hypochondrium, 
but  I  am  satisfied  that  it  did  not  rise  higher  than  the  level 
of  the  eighth  costal  cartilage,  or  three  fingers'  breadths 
below  the  xiphoid  cartilage  in  the  median  line.  In  the 
erect  posture  the  viscus  fell  so  that  the  fundus  could  be 
felt  in  the  epigastric  region  reaching  no  higher  than  a  line 
drawn  horizontally  between  the  tenth  costal  cartilages  on 
either  side  :  the  greater  curvature  seemed  to  extend  from 
this  point  in  the  left  mammary  line  obliquely  downwards 
to  a  point  two  fingers'  breadths  below  and  slightly  to  the 
left  of  the  navel,  thence  upwards  to  the  right  of  the  navel 
and  three  fingers'  breadths  above  it.  Beyond  these  limits 
to  the  xiphoid  cartilage  there  was  dulness  and  sinking  in 
of  the  epigastrium,  with  increased  resistance  over  absolute 
dulness  from  the  ninth  right  costal  cartilage  across  to  an 
inch  to  the  left  of  the  xiphoid,  the  liver  dulness  above 
not  extending  beyond  the  level  of  the  right  sixth  rib  in 
the  mammary  line.  I  could  discover  no  ptosis  of  any 
other  viscus,  though  both  kidneys  could  be  felt  on  deep 
inspiration,  and  the  liver  moved  more  than  usually,  so  far 
as  could  be  judged  by  feeling  the  lower  margin  through 
the  thin-walled  abdomen.  The  gall-bladder  could  be  felt 
very  plainly  to  the  left  of  the  right  ninth  chondral  margin, 
rising  and  falling  with  the  respirations. 

In  February,  1894,  the  patient's  weight  was  9  st.  2  lb. 
clothed.  The  tongue  was  quite  clean,  the  appetite  fair. 
Always  some  discomfort  after  the  mid-day  meal ;  some- 
times oppression  in  the  chest.  In  May,  1894,  there  was 
still  some  ptosis,  but  not  so  marked  as  before.  In  January 
1807,  I  saw  this  patient  again,  when  he  reported  himselt 
as  quite  well  and  strong.  The  abdomen  was  normal  in 
shape  and  size,  the  stomach  note  above  rose  to  the  level 
of  the  sixth  left  interspace  and  the  weight  had  risen  to 
0  st  7  lb.  These  conditions  had  been  brought  about  by 
rest  from  December  15,  1893,  to  January  10,  1894,  with 
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careful  dieting,  the  tilted  up  position  and  abdominal  rub- 
bing. Afterwards  an  abdominal  belt  had  been  worn,  and 
a  sedentary  occupation  was  abandoned  in  favour  of  more 
active  pursuits. 

Case  3. — A  lady,  aged  thirty,  consulted  me  in  April, 
1894.  Eight  years  previously  she  had  suffered  from 
tertian  ague,  and  on  her  way  home  from  Spain  had  been 
attacked  by  gastric  catarrh,  since  which  she  had  always 
bad  dyspepsia,  and  had  lost  flesh.  Two  years  previously 
she  had  scarlatina  and  then  influenza ;  each  illness 
increased  the  pain  in  the  back  and  sense  of  weight  low 
down  in  the  abdomen  and  to  the  left  of  the  navel.  There 


was  a  sense  of  fulness  and  discomfort  after  every  meal, 
and  great  tiredness.  There  was  no  appetite  for  any  meal, 
and  loathing  against  food  after  lunch,  which  continued  all 
day,  and  in  the  evening  she  was  too  tired  to  dine.  Con- 
stipation with  frequent  vomiting  troubled  her  always,  and 
the  least  fatigue  seemed  to  produce  a  dragging,  sinking, 
nauseated  sensation  in  the  pit  of  the  stomach.  The 
tongue  was  furred,  marked  with  the  teeth,  and  there  was 
a  patch  of  clean  surface  on  the  left  side  of  the  dorsum. 
Physical  examination  revealed  emaciation.  The  clothed 
weight  was  only  6  st.  10  lb.  There  was  tenderness  over 
the  eighth,  ninth  and  tenth  dorsal  spines,  and  also  above 
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and  to  the  left  of  the  navel ;  the  stomach  limits  in  the 
erect  and  recumbent  postures  are  shown  in  the  diagram. 

Treatment  by  rest,  diet,  massage,  and  exercises  resulted 
in  a  gain  of  iolb.  in  six  weeks.  Up  to  March,  1897,  the 
weight  has  fluctuated  between  7  st.  6  lb.  and  7  st.  3  lb. ; 
but  there  have  been  occasional  attacks  of  dyspepsia,  when 
gastroptosis  has  always  been  found  to  exist.  The  diffi- 
culty in  this  case  has  been  to  induce  better  nutrition 
under  conditions  which  do  not  admit  of  thorough  rest. 

Case  4  is  that  of  a  member  of  our  profession  who  con- 
sulted me  some  time  ago  as  to  the  benefit  which  might  be 


derived  from  massage  of  the  abdomen  while  he  continued 
his  practice,  the  condition  having  been  diagnosed  as  one 
of  gastrectasia.  On  examination  gastroptosis  without 
dilatation  was  found,  and  treatment  was  advised  and 
urged  which  would  be  effectual,  as  I  declined  to  counte- 
nance abdominal  massage  in  such  a  case  without  rest  and 
diet.  The  result  so  far  has  been  satisfactory,  though  the 
time  available  for  treatment  was  unavoidably  too  short  to 
thoroughly  restore  the  packing  material  needed  to  main- 
tain the  organ  in  place. 

Gastroptosis  without  symptoms  may  possibly  exist  when 
the  pylorus  is  not  drawn  down  below  the  point  of  most 
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fixed  attachment  of  the  duodenum,  but  it  is  difficult  to 
understand  how  further  displacement  of  the  pyloric  end 
downwards  can  occur  without  signs  of  obstruction.  Simi- 
larly it  is  not  easy  to  believe  that  downward  falling  of  the 
cardiac  end  and  body  of  the  stomach  can  occur  without 
untoward  results  if  the  pylorus  remains  in  its  usual  posi- 
tion, and  is  held  in  place  by  the  lesser  omentum  in  cases 
wherein  the  attachments  of  the  liver  are  not  also  elongated. 

Just  as  movable  kidney  may  not  give  rise  to  symptoms 
for  some  years,  and  may  eventuate  in  great  suffering,  so 
perhaps  gastroptosis  may  exist  for  awhile  without  distress, 
but  if  any  circumstance  arises  which  may  decrease  the 
support  afforded  to  the  abnormally  movable  viscus  by  loss 
of  packing  material  and  diminution  of  muscularity  of  the 
abdominal  walls,  undue  length  of  the  gastric  ligaments, 
especially  of  the  gastro-phrenic,  often  leads  to  gastric 
symptoms  indicating  chronic  catarrh,  and  in  some  in- 
stances to  dilatation  of  the  viscus  with  most  distressing 
consequences  ;  while  marked  gastroptosis  may  push  the 
transverse  colon  downwards,  and  lead  to  further  compli- 
cations by  interfering  with  the  passage  of  faecal  matter 
through  the  large  intestine. 

The  following  complete  the  tale  of  cases,  of  which 
diagrams  have  been  made,  occurring  in  my  practice  since 
1888. 

Case  5. — Dr.  R.,  aged  forty,  consulted  me  in  August,  1888, 
complaining  of  pain  in  the  dorsal  region,  between  the 
shoulders  and  at  the  back  of  the  head,  with  tenderness 
on  pressure;  a  dragging  sensation  and  pain  after  food 
about  midway  between  the  xiphoid  cartilage  and  the 
navel.  The  epigastric  pain  extended  through  to  the 
back,  and,  when  severe,  caused  a  great  secretion  of 
phlegm  and  constant  hawking  of  thick  ropy  mucus.  The 
general  health  had  been  good  up  to  the  age  of  fourteen, 
when  he  became  totally  blind,  after  serious  illness ;  since 
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that  time  there  had  been  more  or  less  dyspepsia,  which 
for  the  last  two  years  had  greatly  increased.  He  had  lost 
flesh  and  appetite,  pain  and  regurgitation  of  food  prevent- 
ing him  from  sleeping  at  night.  Constipation  alternated 
with  diarrhoea.  Height  5  ft.  4  in.  Unclothed  weight 
8  st.  11  lb.  Tongue  flabby,  with  frothy  streak  on  each 
side  of  the  dorsum.  Physical  examination  revealed  that 
the  stomach  occupied  the  position  shown  in  the  diagram. 

After  a  month's  treatment  by  rest  and  massage  the 
weight  rose  to  9  st.  6  lb.  All  pain  had  ceased,  the  secre- 
tion of  mucus  was  much  less,  there  was  no  heat  and  sense 


of  fulness  or  dragging  after  food,  and  the  patient  declared 
that  he  felt  better  than  he  had  done  for  the  past  two 
years.  I  have  had  frequent  opportunities  of  seeing  this 
case,  and  in  the  ten  years  which  have  elapsed  there  has 
been  no  return  of  gastroptosis. 

Case  6. — Mr.  W.  W.,  aged  sixty-one,  complained  of 
dragging  pain  in  the  epigastrium,  loss  of  appetite,  nausea 
and  diarrhoea  in  October,  1888,  which  had  gradually 
increased  for  the  past  three  months  and  was  attended  by 
loss  of  weight.  For  three  or  four  years  he  had  per- 
ceptibly lost  flesh,  and  the  attacks  of  dyspepsia  during 
this  time  increased  in  frequency.  The  tongue  was  furred 
and  marked  with  the  teeth.    In  the  recumbent  position 
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the  epigastrium  was  concave,  the  lower  part  of  the 
abdomen  distended,  with  much  gurgling  in  the  intestines  ; 
there  was  pain  and  tenderness  generally  in  the  left  hypo- 
chondriac and  umbilical  regions ;  in  the  erect  position  the 
prominence  of  the  hypogastric  and  iliac  regions  was  very 
marked.  Severe  aching  pain  extended  from  the  eighth 
to  the  twelfth  dorsal  vertebra.  The  transverse  colon 
could  be  distinctly  felt  much  distended  ;  just  below  the 
umbilicus  the  stomach  appeared  to  occupy  the  position 
indicated  in  the  diagram,  reaching  the  higher  limits  when 
the  patient  assumed  the  dorsi-recumbent  posture.  The 


motions  were  lienteric.  Rest  in  bed,  pulped  food  and 
a  carminative  mixture  relieved  the  diarrhoea,  flatulence 
and  pain.  The  pulse  rose  from  60  to  75,  reaching  84 
at  the  close  of  a  week,  when  the  patient  felt  compelled 
to  resume  his  occupation.  With  the  aid  of  a  belt  he 
remained  free  from  any  discomfort  till  February,  1891, 
when  the  severe  weather  of  that  winter  brought  on  an 
attack  of  dyspepsia,  and' I  discovered  that  the  belt  had 
been  discarded  in  the  summer  of  i8go.  After  a  fortnight's 
rest,  the  patient,  being  free  from  all  discomfort,  returned 
to  business  and  maintained  his  health  until  1894,  when 
he  retired  to  the  country  and  has  not  since  been  seen 
by  me. 


3—2 
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Case  7. — Miss  N.,  aged  thirty-nine.  In  June,  1889, 
complained  of  pain  in  the  epigastrium  on  taking  food,  and 
after  fatigue,  whether  bodily  or  mental,  always  associated 
with  the  dragging  backache  '  as  if  some  weight  was  pull- 
ing'  at  her.  In  the  autumn  of  1886  she  had  a  violent 
attack  of  vomiting  and  has  steadily  been  getting  thinner 
since  then,  the  weight  having  dropped  from  10  st.  9  lb. 
to  8  st.  61b.  (clothed).  Latterly  she  had  been  obliged  to 
take  very  little  food  in  order  to  keep  free  from  pain  and 
avoid  eructations  of  sulphurous  acid.  The  tongue  was 
slightly  furred,  with  frothy  streaks.   The  patient  was  very 


anaemic,  nails,  lips  and  gums  very  pale ;  pulse  50  in  the 
recumbent,  62  when  in  the  erect  posture.  The  heart 
first  sound  was  inaudible  at  the  apex,  becoming  faintly 
audible  after  moving  about  the  room.  There  was  no 
history  of  haemorrhage,  the  abdomen  was  scaphoid,  and 
the  whole  aspect  betokened  serious  interference  with 
nutrition.  The  liver  and  stomach  were  distinctly  dis- 
placed downwards  when  the  patient  stood  up,  but  assumed 
a  normal  position  when  she  laid  down  with  the  hips 
slightly  higher  than  the  shoulders.  After  a  month's  rest 
with  careful  feeding  and  massage  the  dyspepsia  had 
entirely  ceased,  the  unclothed  weight  rose  to  9  st.  2  lb., 
and  she  was  able  to  return  to  her  home  in  Belgium, 
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whence  I  have  heard  lately  that  further  improvement  in 
general  conditions  has  been  maintained,  though  the  belt 
cannot  be  discarded  without  a  threatened  attack  of 
dragging  pain  '  in  the  stomach.' 

Case  8.— Miss  W.,  aged  forty.  In  July,  1891,  com- 
plained of  pain  in  the  back,  epigastrium  and  left  hypo- 
chondrium,  with  much  flatulent  spasm  and  palpitation 
on  taking  food.  Nothing  abnormal  was  noticed  in  the 
recumbent  posture  save  some  distension  of  the  colon  and 
bulging  of  the  flanks.  On  pressure  of  the  left  hypo- 
chondrium  pain  was  felt  in  the  loin,  down  the  course  of 


the  descending  colon,  and  in  the  left  arm  ;  in  the  erect 
position  there  was  bulging  forwards  of  the  hypogastric 
region,  the  epigastrium  being  flattened  and  forming  a 
hollow  from  the  xiphoid  cartilage  to  the  level  of  the  navel. 
The  stomach  limits  were  not  satisfactorily  mapped  out, 
owing  to  the  nervousness  of  the  patient  ;  but  tentatively 
a  similar  treatment  to  that  advised  in  the  previous  case 
was  partially  carried  out,  with  the  result  that  at  the  end 
of  July,  the  patient,  though  still  complaining  of  slight 
pain  in  the  epigastrium  going  through  to  the  back,  was 
able  to  take  food  in  sufficient  quantity ;  the  distension  of 
the  colon  and  pain  in  the  left  side  and  arm  had  ceased. 
Twelve  months  afterwards,  having  worn  a  belt  and  done 
some  mountain-climbing  without  the  return  of  severe  pain, 
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and  only  rare  attacks  of  flatulent  distension,  which  were 
frankly  attributed  to  excess  in  diet,  this  patient  discarded 
the  use  of  the  belt.  In  1894  she  again  consulted  me, 
complaining  of  the  same  symptoms  as  before,  attended 
by  rapid  loss  of  weight,  when  the  stomach  and  colon  were 
distinctly  displaced  downwards  with  considerable  disten- 
sion of  the  ascending  colon  (vide  diagram).  After  three 
weeks'  treatment  by  rest,  etc.,  all  discomfort  passed  away, 
save  occasional  attacks  of  colon  distension  which  were 
relieved  after  resuming  the  use  of  a  light  abdominal 
support.  In  1896  this  patient  reported  herself  quite  well. 
Case  9.— Captain  D.,  aged  forty-three,  in  October,  1893, 


was  sent  to  me  by  Dr.  Nankivell  complaining  of  sick 
headaches,  which  had  begun  five  years  before  and  had 
increased  in  severity  since,  with  more  or  less  indigestion 
at  all  times,  and  loss  of  weight.  He  had  gradually  taken 
less  food  for  fear  of  pain  just  above  the  navel  and  in  the 
back  about  the  level  of  the  ninth  dorsal  spine.  He  had 
seldom  been  free  from  headache  for  the  past  six  weeks. 
The  stomach  in  the  recumbent  position  did  not  rise  above 
the  seventh  rib  in  the  left  mammary  line  ;  when  standing 
it  fell  into  the  umbilical  region  as  per  diagram. 

From  October  16  to  November  24  the  patient  gained 
6  lb.  while   being  treated  by  rest  and  massage.  In 
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September,  1894,  he  reported  that  there  had  been  no 
headache  since  November.    In  October  of  the  same  year 
he  complained  of  flatulence,  acidity,  and  giddiness,  and 
the  stomach,  which  up  to  that  time  had  appeared  to 
maintain   its    normal    position    since   treatment,  now 
occupied   the  umbilical  region.    A  short   rest   in  bed 
followe  d  by  the  use  of  an  abdominal  belt  relieved  this 
patient,  and  until  the  end  of  March,  1895,  he  was  free 
from  all  dyspepsia.    In  March,  1896,  he  again  suffered 
from  a  little  indigestion  at  rare  intervals.   On  October  17, 
1896,  the  stomach  limits  were  as  per  diagram,  and  the 
patient  complained  of  epigastric  pulsation,  a  dragging 
sensation,  and  nausea  with  pain  about  the  dorsal  region. 
He  kept  fairly  well  till  April,  1897,  when  he  had  influenza, 
and  some  slight  dyspeptic  symptoms  followed  thereon. 
In  September  these   symptoms   recurred  with  greater 
severity,  and  early  in  November  treatment  by  rest  and 
position  was  adopted  for  three  weeks,  when  the  stomach 
was  so  far  improved  that  in  the  erect  posture  it  did  not 
fall  below  the  level  noted  in  the  dorsi-recumbent  position 
(vide  diagram  ii.).    In  March,  1898,  the  unclothed  weight 
was  9  st.  6  lb.,  and  no  permanent  increase  either  in 
weight  or  muscular  tone  had  been  achieved.    For  a  time 
this  patient  seems  to  be  able  to  keep  his  stomach  braced 
up,  and  its  functions  in  fair  working  order,  but  as  the 
result  of  a  chill,  or  it  may  be  from  over-fatigue  or  an 
error  in  diet,  at  rare  intervals  the  old  symptoms  and 
physical  signs  of  gastroptosis  recur  in  spite  of  exercises, 
a  belt,  and  careful  dieting.    The  ptosis  does  not  appear 
to  exist  in  the  intervals  between  the  attacks  of  indigestion. 
This  case  is  a  remarkable  example  of  the  correlation 
between  migraine  and  gastric  disturbance. 

I  have  pointed  out  elsewhere  the  coincidence  of 
gastrectasia  with  the  paroxysm  of  megrim,1  but  the 
existence  of  gastroptosis  in  association  with  sick-head- 
ache, as  in  this  instance,  raises  the  question  whether  the 
relaxation  of  the  gastric  muscular  wall  may  not  also  be 
attended  by  actual  dropping  of  the  sick  stomach,  since 

1  '  Massage  in  Megrim,'  Practitioner,  vol.  xlix.,  p.  161,  September, 
1892. 
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we  know  that  one  of  the  earliest  and  most  lasting  con- 
comitants of  a  hemicranial  attack  is  the  fiaccidity  of  the 
abdominal  wall,  giving  the  gastric  ligaments  the  undivided 
task  of  bearing  the  weight  of  the  organ,  in  which  the 
gastrophrenic  ligament  appears  to  do  more  than  its  fair 
share,  since,  judging  from  the  physical  signs  in  most 
cases  of  gastroptosis,  the  cardiac  end  of  the  stomach 
drops  even  lower  than  the  pylorus.  It  is  true  that  in 
some  instances  the  whole  viscus  is  dragged  downwards, 
the  liver  itself  occupying  a  lower  level  than  normal ;  but 
this  is  by  no  means  a  common  occurrence,  and  I  have 
rarely  seen  marked  displacement  of  the  liver  save  as 
part  of  a  general  enteroptosis.  Examples  of  combined 
gastrectasia  and  ptosis  have  come  under  my  observation 
in  which  the  pylorus  has  not  apparently  been  displaced, 
the  cardiac  end  and  greater  curvature  dropping  down- 
wards. One  such  case  has  already  been  referred  to  in  a 
previous  paper.1 

Case  to. — A  girl,  aged  nine,  complained  in  March,  1894, 
of  vertical,  supra-orbital  and  temporal  pain  with  diplopia, 
anorexia,  and  a  dragging  sensation  in  the  back  and 
abdomen.  She  had  always  suffered  from  indigestion  and 
constipation.  For  the  last  eight  months  the  headaches 
had  come  on  with  disturbed  sleep  and  night  terrors, 
awakening  unrefreshed.  The  tongue  was  large  and  pale, 
but  not  furred.  Clothed  weight,  4  st.  2  lb.  Had  lately 
been  taking  purgatives  which  acted  too  frequently.  The 
child  was  very  excitable,  and  easily  frightened.  Urine 
sp.  gr.  1,020,  no  albumin,  no  sugar,  excess  of  phosphates. 
On  examination  in  the  erect  posture  the  stomach  appeared 
to  be  dilated,  the  lower  limit  reaching  below  the  navel 
and  to  the  right,  as  far  as  the  tenth  right  rib  ;  but  on 
careful  investigation  gastroptosis  was  diagnosed,  the 
upper  limit  not  rising  above  a  line  drawn  transversely 
between  the  eighth  costal  cartilages  across  the  epigastrium. 
After  treatment  till  May  1  by  rest  and  massage  the 
1  '  Mechano-therapy  of  Movable  Kidney,'  loc.  cit. 
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unclothed  weight  rose  to  4  st.  8  lb.,  being  six  pounds 
more  than  the  previous  clothed  weight.  The  contour  of 
the  abdomen  completely  changed  from  concave  to  convex, 
the  nervousness  was  much  less,  and  the  headaches 
decreased,  occasionally  recurring  over  the  left  temple  at 


rare  intervals.  In  September,  1895,  she  was  quite  well, 
with  a  good  appetite,  and  free  from  any  pain  in  the 
abdomen  or  head. 

Case  11. — Miss  W.,  aged  twenty-four,  was  sent  to  me  by 
Mr.  Malcolm  Morris  in  May,  1894,  complaining  of  pain  in 
the  epigastrium,  with  a  sense  of  weight  and  oppression 
one  and  a  half  hours  after  meals,  accompanied  by  severe 
aching  in  the  dorsal  region  of  the  spine.  She  feared  to 
take  food  on  account  of  pain,  slept  heavily  for  the  first 
part  of  the  night,  and  then  woke  craving.  There  was 
obstinate  constipation,  slight  frontal  headache,  great 
depression,  especially  after  food,  which  had  latterly  so 
increased  that  she  felt  unable  to  do  anything.  The  body 
was  ill-nourished,  the  skin  sallow  and  dry,  the  tongue  red, 
furred,  and  cracked  in  deep  sulci.  In  February,  1893, 
there  was  an  attack  of  influenza,  to  which  she  attributed 
her  present  condition.  The  unclothed  weight  was 
7  St.  2  lb. ;  after  a  month's  treatment  by  rest  and 
massage,  8  st.  4  lb.  Gastroptosis,  which  was  very 
marked  (vide  diagram)  in  the  earlier  days,  seemed  to 
disappear  with  the  improved  state  of  nutrition,  and  since 
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July,  1894,  up  to  the  present  time,  May,  1898,  the  gastric 
symptoms  have  been  much  less  severe,  recurring  only  at 
intervals  of  two  or  three  months,  generally  associated 
with  the  menstrual  period,  when  she  sometimes  has  great 
craving  for  food,  and  suffers  from  pyrosis  and  constipation, 
usually  relieved  by  a  simple  aperient  mixture.1  This 
patient  leads  a  very  active  out-door  life,  and  is  somewhat 
careless  as  to  regularity  of  meals,  but  continues  to  gain 


flesh,  the  present  weight  being  10  st.  6  lb.  in  clothing, 
and  shows  no  sign  of  gastroptosis  on  examination. 

Case  12. — Mr.  J.  S.,  aged  twenty-five,  in  September, 
1893,  met  with  an  accident  while  bicycling,  a  cart  passing 
over  the  lower  part  of  the  chest.  He  suffered  from  shock, 
and  shortly  after  '  from  pain  in  the  stomach,'  diarrhoea, 
premature  fatigue,  and  loss  of  weight.  I  saw  him  in 
June,  1894,  when  there  was  marked  gastroptosis,  venous 
arborescence  of  the  skin  over  the  lower  ribs.  He  was 
very  anaemic,  and  appeared  to  be  weak,  with  pain  in  the 
umbilical  region,  nausea,  and  epigastric  dragging ;  the 
tongue  was  dry  and  furred,  the  sclerotics  slightly 
jaundiced.  Treatment  was  declined,  and  I  have  not 
since  heard  of  the  case. 

Case  13. — Miss  B.,  aged  twenty-one,  in  October,  1894, 
complained  of  pain  and  nausea,  with  dragging  weight 

1  Since  this  was  written  twelve  months  have  passed  with  only  two 
attacks. 
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across  the  chest,  over  the  left  side  and  in  the  epigastrium 
directly  after  food.  Since  the  previous  January,  when 
she  suffered  from  bronchitis  and  gastric  catarrh  after 
influenza,  anaemia,  depression,  anorexia,  acid  eructations 
and  constipation  were  the  prominent  symptoms  asso- 
ciated with  attacks  of  fainting  and  severe  pain  in  the 
dorsal  region.  The  tongue  was  large,  pale,  marked  with 
the  teeth  and  slightly  furred.  Physical  examination 
revealed  nothing  save  marked  displacement  of  the 
stomach  and  evident  loss  of  flesh,  rendering  the  epigastric 
region  deeply  concave.    The  clothed  weight  was  7  st.  9  lb. 


After  six  weeks'  rest  and  careful  dieting  the  clothed  weight 
rose  to  8  st.  41b.,  and  the  symptoms  were  completely 
relieved,  while  the  stomach  rose  to  the  level  indicated  in 
the  diagram  in  the  recumbent  position  (after),  whereas 
before  in  the  same  posture  it  occupied  the  area  of  the 
dotted  lines,  and  in  the  erect  attitude  did  not  fall  as  it  had 
done  previously. 

Case  14. — Miss  D.,aged  twenty-two,  in  November,  1895, 
complained  of  a  pain  in  the  chest  after  all  food,  and  some- 
times of  a  dull,  heavy  aching  in  the  umbilical  region  all 
day  long,  which  when  present  increased  the  pain  over  the 
xiphoid  cartilage,  and  was  always  accompanied  by  drag- 
ging pain  in  the  back.  Food  was  sometimes  regurgitated, 
and  an  hour  after  every  meal  there  were  acid  eructations. 
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These  conditions  had  lasted  for  three  years,  lately  be- 
coming more  severe.  Abdominal  examination  in  the 
recumbent  posture  appeared  to  show  that  the  stomach 
was  rather  smaller  than  usual,  but  in  the  erect  posture 
the  organ  distinctly  fell,  and  on  alternating  the  position 
of  the  trunk,  unmistakable  evidence  was  afforded  by  palpa- 
tion, phonometry,  and  ausculto-percussion  of  the  change 
in  the  situation  of  the  stomach.  The  pain  and  dragging 
sensation  were  always  felt  to  be  worse  when  the  patient 
was  standing  or  walking  about.  After  a  week's  rest  in 
the  recumbent  position  there  was  no  longer  any  pain  save 


between  the  shoulders  and  slightly  across  the  epigastrium 
after  food.  The  dull  aching  and  dragging  in  the  back 
had  ceased  to  exist.  On  December  20  all  discomfort 
had  passed  away.  The  patient  was  able  to  take  food 
and  to  digest  it  with  ease.  Exercises  to  strengthen  the 
abdominal  walls  were  then  substituted  for  rest  in  the 
up-tilted  position,  and  on  inquiry  a  year  later  she  reported 
herself  quite  well. 

Case  15. — Mrs.  ,  aged  thirty-three,  was  sent  to  me 

in  January,  1896,  by  Dr.  F.  O.  Buckland,  complaining  of 
constant  discomfort  and  oppression  in  the  epigastrium, 
generally  worse  the  week  before  the  period.  Towards 
the  end  of  each  meal  there  was  pain  in  the  back,  cough- 
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ing  and  retching.  Anorexia,  constipation,  coldness  of  the 
extremities,  with  passive  congestion  of  the  nose,  fingers 
and  toes  were  the  most  prominent  symptoms.  The  un- 
clothed weight  was  7  st.  9  lb. ;  the  tongue  was  uniformly 
coated  and  dry.  After  a  month's  rest  and  massage  the 
weight  rose  to  8  st.  2  lb.  The  stomach  limits  before  and 
after  treatment  are  sufficiently  well  shown  in  the  diagram. 
The  gastroptosis  appeared  to  follow  the  malnutrition  con- 
sequent on  five  attacks  of  acute  dysentery  in  fifteen 
months  ten  years  previously,  recurring  four  years  before 
the  patient  consulted  me.  In  June  of  the  same  year, 
having  worn  a  belt  since  treatment,  the  tongue  was  quite 


clean,  the  gastric  symptoms  no  longer  existed,  but  there 
was  occasional  palpitation  after  the  evening  meal.  In 
June,  1897,  physical  examination  showed  that  the  stomach 
occupied  its  normal  position,  but  there  had  been  some 
slight  threatening  of  dysentery. 

Case  16. — Miss  C,  aged  thirty-nine,  in  July,  1896,  com- 
plained of  pain  two  hours  after  food,  in  the  back  more 
especially  and  just  above  the  navel.  She  had  suffered 
from  indigestion  all  her  life,  but  had  sometimes  been  free 
therefrom  for  two  years.  During  the  past  five  months 
she  had  been  losing  flesh,  and  had  never  been  able  to  take 
food  without  causing  great  weight  in  the  epigastrium  and 
back-ache.    There  was  a  lateral  curvature,  and  on  exami- 
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natio  n  the  abdomen  was  found  to  be  very  flabby,  scaphoid, 
with  slight  bulging  in  the  flanks.  The  stomach  appeared 
to  be  smaller  than  usual,  and  in  the  recumbent  posture 
assumed  the  vertical  position  described  by  Doyen.  Pres- 
sure with  the  hand  upwards,  when  placed  just  below  the 
navel,  apparently  restored  the  organ  to  its  normal  place, 
but  the  patient,  being  unable  to  spare  time  for  sufficient 
rest,  did  not  improve  beyond  obtaining  relief  from  con- 


stant pain,  which  still  recurred  two  hours  after  food,  last- 
ing only  for  a  very  short  time. 

Case  17. — Mr.  D.,  aged  forty-seven,  was  sent  to  me  by 
Dr.  G.  P.  Tennent,  suffering  from  general  neurasthenia. 
Six  months  previously  he  developed  pain  in  the  epigas- 
trium and  dorsal  region  of  the  back,  which  came  on  two 
hours  after  food,  and  became  intolerable  after  late  dinner, 
lasting  till  four  or  five  in  the  morning,  with  great  disten- 
sion of  the  whole  abdomen,  acid  regurgitations  and 
occasional  vomiting.  He  had  lost  t£  st.  in  weight,  and 
his  strength  was  much  reduced.  Four  years  before  he  had 
suffered  from  similar  symptoms,  but  not  so  severely.  His 
top  clothed  weight  had  been  13  St.,  present  weight,  clothed, 
was  11st.  5  lb.,  unclothed  10  st.  8  lb.,  in  October,  i8q6. 
The  stomach  limits  in  the  recumbent  position  at  the 
beginning  of  treatment  were  as  shown  in  the  diagram, 
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and  did  not  appear  to  vary  in  the  erect  posture.  After 
six  weeks'  rest  and  massage  the  unclothed  weight  was 
list,  ii  lb.,  and  all  dyspeptic  symptoms  had  ceased; 
gastroptosis  could  not  be  recognised.  The  abdominal 
walls,  previously  thin  and  flabby,  were  now  firm  and  well 
covered  with  a  layer  of  subcutaneous  fat  overlying  the 
muscles,  which  had  gained  both  in  bulk  and  tone  in 
common  with  those  of  the  rest  of  the  trunk  and  limbs. 
In  April,  1897,  the  clothed  weight  was  13  st.  2  lb. ;  in  April, 
1898,  I  saw  the  patient,  who  was  quite  well,  strong  and 


stout,  without  any  physical  signs  or  symptoms  of  gastric 
displacement. 

Case  18. — In  November,  1897,  Miss  S.,  aged  thirty-four, 
complained  of  increasing  depression,  insomnia  and  agora- 
phobia, for  three  years,  with  severe  pain  in  the  chest  and 
epigastrium,  going  through  to  the  back,  greatly  aug- 
mented if  she  attempted  to  travel  by  rail  or  bus,  and 
sometimes  when  she  walked  out.  Her  top  weight  clothed 
had  been  gst.  81b.,  and  she  now  weighed  little  over  7st. 
clothed. 

In  this  case  the  median  sulcus  referred  to  in  the  earlier 
pages  of  this  chapter  was  very  marked,  epigastric  pulsation 
and  concavity  of  the  upper  part  of  the  abdomen  being 
also  very  noticeable ;  indeed,  the  physical  signs  were  those 
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usually  met  with  where  there  has  been  steady  loss  of  flesh, 
as  in  this  instance,  when  the  patient's  unclothed  weight 
was  only  6  st.  7  lb.  In  the  recumbent  posture  the 
stomach  occupied  the  position  indicated  in  the  diagram 
(November  15,  1897,  R),  and  in  the  semi-erect  posture 
as  depicted  by  the  dotted  line  (E).  After  eight  weeks' 
treatment  by  rest,  uptilting,  and  massage,  the  unclothed 


weight  rose  to  7st.  11  lb.,  and  all  dyspepsia  had  ceased  to 
exist. 

Case  19. — Miss  M.  F.,  aged  twenty,  was  sent  to  me  by 
Dr.  C.  T.  Aveling,  complaining  of  loss  of  flesh,  weakness, 
depression,  paroxysmal  pain  over  the  precordial  region, 
breathlessness,  indigestion,  with  want  of  appetite,  and  a 
dragging  pain  in  the  back  after  meals.  There  were 
marked  signs  of  anaemia,  the  feet  were  swollen,  the  rest  of 
the  limbs  and  trunk  very  thin.  A  systolic  murmur, 
audible  only  at  the  apex,  with  a  marked  thrill  and  distinct 
evidence  of  gastroptosis  were  the  only  physical  signs  in 
the  chest  and  abdomen.  Urine,  sp.  gr.  1,008,  no  albumin, 
no  sugar,  oxalates. 

Case  20. — Miss  G.  T.,  aged  thirty-one,  in  February,  1898, 
complained  of  acute  pain  in  the  lower  part  of  the  epigas- 
trium with  flatulent  distension  after  each  meal,  and  constant 
sense  of  weight  sometimes  associated  with  dragging  pain 
in  the  upper  epigastric  region,  going  through  to  the  back. 
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The  appetite  was  good,  but  she  was  afraid  of  the  conse- 
quences of  eating,  and  had  gradually  reduced  the  quantity 
and  quality  of  food  till  there  was  little  nourishment  taken. 
Any  attempt  to  satisfy  hunger  involved  mental  depression 
and  insomnia.  The  tongue  was  pale,  flabby  and  furred, 
there  was  some  tenderness  to  the  left  and  just  above  the 
navel,  and  all  the  physical  signs  of  gastroptosis  were 
present,  being  specially  marked  in  the  erect  position  (vide 
diagram).  After  a  fortnight's  rest  the  tongue  became 
quite  clean,  daily  relief  from  the  bowel,  which  had  pre- 
viously been  obtained  only  with  the  help  of  aperients, 


occurred  without  them.  The  acute  pain  quite  ceased. 
Two  hours  after  food  taken  in  sufficient  quantity  there 
was  occasional  discomfort.  The  sleep  was  good,  and  a 
month  afterwards,  with  exercises  and  the  use  of  a  belt, 
this  patient  had  gained  12  lb.  The  abdomen  had  filled 
out,  and  there  were  no  longer  any  signs  of  gastric  dis- 
placement. 

Case  21. — Mrs.  H.  C,  aged  thirty,  in  February,  1898, 
complained  of  pain  after  meals,  constant  back-ache,  frontal 
headache,  and  gradual  loss  of  flesh  after  long-continued 
worry.  A  similar  condition  had  occurred  when  she  con- 
valesced from  scarlatina  at  the  age  of  fifteen,  when,  owing 
to  the  great  discomfort  produced  by  taking  food,  she  had 
been  treated  for  anorexia  nervosa  by  forced  feeding, 
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which  failed  owing  to  vomiting  and  diarrhoea,  but  yielded 
to  rest  and  small  quantities  of  food  at  frequent  intervals. 
She  believed  that  she  was  again  suffering  from  nervous 
loss  of  appetite,  but  explained  that  she  would  willingly 
take  food  if  it  could  be  given  without  causing  the  great 
uneasiness  'in  the  stomach,'  which  even  small  meals 
brought  on.  Physical  examination  revealed  gastroptosis, 
but  the  upper  limit  of  the  stomach  not  being  discernible 
by  the  ordinary  means,  inflation  by  Frerich's  test  was 
employed,  when  the  diagram  appended  was  made,  show- 
ing that  the  stomach  was  much  below  its  normal  position. 


After  a  month's  rest  the  appetite  had  greatly  improved, 
good  food  was  taken  in  sufficient  quantity,  and  abdominal 
massage  twice  daily  after  the  principal  meals  relieved  all 
sense  of  weight  and  oppression. 

Case  22. — Mr.  M.,  aged  thirty-two,  was  sent  to  me  in 
March,  1898,  by  Dr.  E.  M.  Pace,  complaining  of  prema- 
ture fatigue,  gradually  increasing  indigestion,  occipital  and 
frontal  headache,  insomnia,  and  mental  depression.  He 
was  only  able  to  do  his  work  with  great  effort,  and  could 
not  walk  for  a  very  short  distance  without  exhaustion. 
His  top  weight  clothed  had  been  11  st.  5  lb.,  and  was  now 
10  st.  10  lb.  There  were  no  physical  signs  save  those  of 
gastroptosis,  which  were  very  marked  in  the  erect  posture 


i 


GASTROPTOSIS 


(vide  diagram).  These  gradually  disappeared  under  a 
course  of  rest,  uptilting,  and  massage.    The  unclothed 


weight  in  six  weeks  rose  from  9  st.  I2f  lb.  to  10  st. 
12  lb. 

Case  23. — Mrs.  E.,  aged  thirty-six,  was  seen  by  me  in 
consultation  with  Dr.  S.  D.  Clippingdale,  in  April,  1898. 


She  complained  of  dragging,  nauseating  pain  in  the  epi- 
gastrium just  above  the  navel,  and  great  distension  of  the 

4—2 
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umbilical  region  after  food.  There  was  no  pain  or  dis- 
comfort felt  when  lying  in  bed,  but  when  standing  or 
walking  about  the  sense  of  weight  was  unbearable.  On 
examination  Dr.  Clippingdale  diagnosed  gastroptosis, 
which  was  subsequently  confirmed  by  myself,  when  the 
stomach  limits  in  the  recumbent  position  were  as  shown 
in  the  diagram.  There  was  scoliosis,  and  not  more  than 
one  finger  could  be  placed  between  the  left  iliac  crest  and 
ribs,  where  the  abdominal  wall  bulged  out  between  them. 
The  pelvis  was  much  contracted.  The  patient  was  alarmed 
by  the  abdominal  aortic  pulsation,  which  was  palpable 
over  the  flattened  epigastrium.  Pain  of  a  dragging  char- 
acter was  also  felt  over  the  ninth  vertebra.  Tenderness 
on  pressure  was  felt  all  over  the  displaced  gastric  area.  In 
the  erect  posture  the  abdomen  was  pendulous,  bulging  in 
the  flanks  and  over  the  pubis. 

This  patient,  since  treatment  by  rest,  as  far  as  her  .cir- 
cumstances would  allow,  and  the  use  of  a  belt,  has  been 
free  from  discomfort  for  twelve  months. 


CHAPTER  II. 

MOVABLE  KIDNEY.1 

Since  the  year  1892  twenty-one  cases  of  floating  kidney 
with  local  pain  and  tenderness  have  come  under  my 
observation  and  treatment.  Two  cases  prior  to  these 
have  already  been  described  in  a  previous  paper,2  and 
notes  of  other  five  have  been  reported.3 

Of  the  twenty-one  cases,  sixteen  have  been  treated  by 
the  '  rest  cure '  for  periods  varying  from  fourteen  days  to 
eight  weeks,  and  of  these  eight  are  here  recorded  in  detail, 
seven  were  lost  sight  of  within  four  months  of  treatment, 
one  was  a  complete  failure,  and  is  referred  to  later  on  as 
the  only  case  in  which  immediate  benefit  did  not  follow. 
Five  were  greatly  improved  by  abdominal  massage, 
exercises,  and  the  application  of  a  belt  and  pad,  and  one 
of  these  has  been  free  from  all  discomfort  for  five  years, 
and  another  for  two  years,  whereas  both  had  before 
suffered  acutely  from  pain  and  general  discomfort  at 
intervals  for  prolonged  periods.  The  results  obtained  in 
these  twenty-one  cases  are  for  the  most  part  so  satisfac- 
tory that  they  bear  favourable  comparison  with  records  of 

1  Reprinted  from  the  'Transactions  of  the  Medical  Society  of 
London,'  vol.  xxi. 

2  Lancet,  1 891 ,  vol.  xi.,  p.  118. 

3  '  The  Relationship  between  Disorders  of  Digestion  and  Neuras- 
thenia,' Proc.  Roy.  Med.  Chir.  Soc,  February  27,  1894. 
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those  treated  by  operation,  and  in  view  of  cases  which 
have  occurred  there  is  something  left  in  favour  of  employ- 
ing milder  means  for  the  relief  of  nephroptosis  than 
surgical  interference,  involving  either  nephrorrhaphy  or 
nephrectomy.  Early  diagnosis,  reposition,  and  the  main- 
tenance of  the  organ  in  its  normal  position  by  methods 
which  also  conduce  to  the  improvement  of  general  health 
would  appear  to  go  far  towards  the  relief  of  the  patient 
from  the  necessity  of  having  the  kidney  stitched  into  its 
place,  or  removed  from  the  body,  as  the  advocates  of  early 
operation  advise.  At  any  rate,  sufferers  from  floating 
kidney  should  first  be  subjected  to  treatment  by  rest  and 
massage,  followed  by  exercises,  before  they  are  exposed  to 
risks  which  exist,  however  small  they  may  be  rendered  by 
the  skill  of  the  operator.  No  harm  arises  from  the  delay 
which  may  fairly  be  entailed  by  the  'rest  cure,'  and  if  any 
local  surgery  should  afterwards  prove  to  be  necessary 
because  of  failure  to  relieve  pain  by  the  means  here  advo- 
cated, the  sufferer  will  be  rather  better  than  worse  able  to 
undergo  operation. 

Case  i. — Mr.  F.,  aged  thirty-four,  sent  to  me  by 
Dr.  Bright,  of  Cannes,  was  admitted  for  treatment  in 
March,  1892,  complaining  of  constant  dyspepsia,  vague, 
sometimes  severe  abdominal  pains,  flatulent  distension, 
constipation,  back-ache,  especially  in  the  lumbar  region, 
loss  of  flesh  and  strength,  occipital  headache,  nervous 
irritability,  exhaustion,  and  indecision.  Any  attempt  at 
intellectual  work  or  business  produced  headache,  !  the 
memory  goes,  and  thought  is  impossible.'  Latterly  he 
had  become  very  emotional,  and  wept  frequently. 

There  had  been  no  serious  illnesses  until  this  breakdown 
a  few  months  ago,  when  he  was  compelled  to  relinquish 
his  business  from  inability  to  concentrate  attention  on  his 
work ;  but  since  boyhood  he  had  been  more  or  less  sub- 
ject to  sudden  attacks  of  indigestion,  and  aching  all  over 
the  abdomen.     Height,  5  ft.  io£  in.  ;  unclothed  weight, 
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q  st  ii4  lb.  The  whole  of  the  body  was  thin,  with  little, 
if  any,  subcutaneous  fat.  No  physical  signs  of  disease  in 
the  lunes  or  heart.  The  abdomen  was  concave,  there  was 
no  tenderness,  and  nothing  to  be  felt  or  recognised,  save 
some  flatulent  distension  of  the  stomach  which  rose  to 
the  level  of  the  fourth  left  rib,  and  extended  outward  to 
the  left  beyond  the  mammary  line,  the  lower  border  being 
on  a  level  with  the  lowermost  curve  of  the  eighth  rib. 
The  urine  was   pale,  sp.  gr.  101.5;   no  albumen  nor 

SUTen  days  after  admission  the  patient  complained  of 
pain  across  the  umbilical  region  and    in  the  lumbar 
region.    The  abdomen  was  very  closely  examined,  and 
the  right  kidney  was  found  lying  transversely  across  the 
right  lumbar  region  on  a  level  with  the  navel,  from  which 
its  proximal  end  was  two  fingers'  breadth  distant.  The 
patient  felt  the  sense  of  resistance,  and  was  much  aiarmed 
lest  he  should  have  '  a  tumour.'    The  organ  slipped  away 
in  the  phantom-like  fashion  so  often  associated  with  its 
wanderings,  and  could  be  felt  gliding  over  the  left  hand 
pressed  firmly  behind  against  the  muscles  of  the  back, 
between  the  crest  of  the  ilium  and  the  floating  ribs  on 
the  right  side.    A  pad  and  bandage  were  applied  and 
readjusted  thrice  daily.    Massage  of  the  abdomen  was 
administered  three  times  a  day,  and  sometimes  at  night 
if  the  patient  was  sleepless  and  complaining  of  flatulent 
distension,  which  at  first  was  a  troublesome  feature  m 

ttlC  C3.SG* 

Steadily,  however,  the  dyspeptic  symptoms  gave  way, 
and  regular  relief  from  the  bowels  was  obtained  without 
drugs  after  the  first  fortnight.  Weakness  and  pain  in  the 
back  were  often  complained  of  during  the  first  three 
weeks,  but  the  weight  steadily  increased,  and  at  the  end 
of  the  month  the  gain  amounted  to  17$  lb.  By  this  time 
the  patient  had  lost  all  headache,  and  was  very  cheerful, 
complaining  onlv  of  slight  tiredness  and  pain  in  the  back 
after  the  morning  toilet.  At  the  end  of  six  weeks  treat- 
ment the  weight  was  n  st.  5  lb.,  being  a  net  gain  of 
21^  lb.,  and  the  patient  left  for  the  Continent. 

At  the  end  of  September,  1892,  I  saw  him  again,  when 
he  felt  better  than  for  years  previously.  The  right  kidney 
could  be  felt  in  its  normal  situation,  and  he  had  retained 
the  gain  in  weight.    In  October,  1892,  he  had  a  severe 
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attack  of  dyspepsia,  lasting  for  three  weeks,  which  reduced 
his  weight  to  10  st.  12  lb.  ;  very  imprudent  irregularity  of 
meals  and  carelessness  in  diet  initiated  the  indigestion. 
The  kidney  was  still  apparently  always  in  its  proper  place. 
After  three  weeks'  treatment  by  rest,  massage,  and  diet,  the 
weight  rose  to  11  st.  41b.,  and  he  went  away  again  quite  well. 

In  1893,  towards  the  latter  end  of  the  year,  having 
suffered  from  gradually-increasing  dyspepsia  since  July, 
he  consulted  Professor  Nothnagel,  whose  report  was  as 
follows  :  1  Enteroptosis  ren  mobilis  dexter,  atonia  ven- 
triculi  et  intestinorum,  symptomata  nervosa  hinc  de- 
pendentia,'  and  his  advice  was  to  employ  mechano- 
therapy, massage  of  the  abdomen,  hydrotherapy,  and 
diet.  The  patient  wrote :  '  Nothnagel  says,  however, 
that  the  beginning  of  my  trouble  is  my  kidney  being  out 
of  place,  and  that  all  my  nervous  troubles  are  the  result.' 
An  attempt  to  carry  out  treatment  at  a  health  resort  on 
the  Continent  was  not  successful,  and  the  patient  again 
came  under  treatment,  but  was  compelled  to  relinquish 
it  after  three  weeks  owing  to  the  serious  illness  of  his 
father,  and  his  weight  was  only  10  st.  6  lb.  when  he  left. 

During  1894  he  had  much  domestic  and  business  worry, 
which  prevented  him  from  making  great  progress  ;  but 
the  dyspepsia  was  much  less  while  employing  exercises 
and  wearing  an  abdominal  belt.  In  1895  he  was  very 
well  in  bodily  health,  playing  golf  and  travelling  on  the 
Continent  till  October,  when  he  came  under  my  close 
supervision  till  January,  1896,  and  was  free  from  all  dis- 
comfort save  when  agitated  by  domestic  troubles,  which 
upset  the  digestion  at  times.  I  had  frequent  opportunities 
of  examining  the  abdomen,  and  although  the  right  kidney 
was  more  mobile  than  usual,  I  never  found  it  out  of  place. 
The  only  treatment  adopted  from  October,  1895,  to 
January,  1896,  was  regularity  of  meals,  exercises,  massage 
of  the  abdomen  when  the  nervous  dyspepsia  came  on, 
and  an  abdominal  belt.  Since  that  time  the  patient  has 
been  well;  he  has  gained  10  lb.  in  weight,  has  undertaken 
a  most  arduous  and  responsible  post,  which  he  still  fills 
with  success,  and  in  every  letter  of  a  regular  corre- 
spondence up  to  October,  1897,1  he  makes  no  complaint 
of  physical  discomfort. 

1  In  April,  1899,  this  gentleman  was  again  seen,  and  was  quite  well, 
neither  dyspepsia  nor  any  other  form  of  ill-health  troubling  him. 
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In  this  case  the  opinion  of  so  great  an  authority  as 
Nothnagel  confirms  my  belief  that  the  initial  trouble  was 
nephroptosis,  whence  arose  the  dyspeptic  and  nervous 
derangements.  So  long  as  the  patient  maintained  the 
amount  of  packing  material  gained  in  his  first  period  of 
treatment  he  was  well,  but  under  the  conditions  of  an 
unsettled  life  on  the  Continent,  with  improper  food  and 
great  anxieties,  his  digestion  became  impaired,  he  lost  a 
great  deal  of  the  flesh  and  fat  which  had  been  gained,  the 
muscular  walls  of  the  abdomen  lost  tone,  and  the  usual 
support  offered  by  them  to  the  viscera  was  in  a  measure 
lost,  so  that  the  right  kidney  again  became  movable  until 
means  were  adopted  for  the  replenishment  of  both  fat 
and  muscle. 

This  case  well  illustrates  the  necessity  for  maintaining 
the  general  nutrition  of  the  body,  and  particularly  the 
muscular  tone  of  the  abdominal  walls,  without  which  it 
is  impossible  to  hope  for  improvement  in  the  nervous  and 
digestive  derangements  acting  and  reacting  on  each  other. 

Case  2. — Mrs.  A.,  aged  thirty-seven,  was  admitted  in 
April,  1893.  She  had  been  married  fourteen  years,  was 
the  mother  of  eight  children,  and  had  been  fairly  well  in 
health  till  four  years  ago,  when  she  was  much  prostrated 
after  confinement,  with  frequent  headaches,  dragging 
pains  in  the  back  and  loins,  occasional  nausea,  and  rapid 
action  of  the  heart,  not  always  after  exertion.  Gradually 
she  had  been  losing  health,  and  '  now  finds  any  slight 
exertion  makes  her  feel  quite  exhausted.'  An  hour's  drive 
in  a  carriage  '  is  quite  enough  to  produce  fatigue,  which 
lasts  all  day,  and  results  in  a  headache  on  waking  next 
morning.  The  spirits  are  fairly  good,  and  as  soon  as  there 
is  betterment  she  feels  happy  and  buoyant  ;  but  the  nausea 
and  pain  in  the  back  depress  her.'  Influenza,  two  years 
ago,  the  only  previous  illness. 

Physical  examination  revealed  nothing  abnormal  save 
slight  gastroptosis  and  a  firm,  easily-movable  ovoid  tumour 
midway  between  the  navel  and  the  anterior  superior  spine 
of  the  right  ilium.  The  tumour  was  not  tender,  and  on 
percussion  of  the  lumbar  region  it  was  found  that  there 
was  distinct  loss  of  dulness  over  the  right  loin.  On 
manipulation  the  tumour  could  be  pushed  upwards,  back- 
wards, and  outwards  under  the  liver,  and  the  normal 
dulness  behind  was  thus  restored.    Some  nausea  was 
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experienced  by  the  patient  during  the  manipulation.  On 
deep  inspiration  the  kidney  could  distinctly  be  felt  slipping 
out  from  under  the  liver,  and  it  assumed  the  position  in 
which  the  tumour  had  previously  been  felt,  thus  leaving 
little  or  no  doubt  as  to  the  existence  of  a  freely-wandering 
right  kidney.  All  the  other  organs  were  apparently  normal 
in  site  and  condition  save  the  right  kidney  and  the 
stomach.  Subsequent  examination  per  rectum  revealed 
palpable  sigmoid  prolapse,  so  that  this  case  might  fairly 
be  designated  as  an  example  of  multiple  enteroptosis. 

The  patient  was  kept  in  bed  for  four  weeks,  and  spent 
some  hours  daily  with  the  hips  raised  above  the  level  of 
the  shoulders.  The  unclothed  weight  on  admission  was 
9  st.  5  lb.  ;  on  discharge,  io  st.  i  lb.  An  abdominal  belt 
with  pad  was  fitted. 

After  a  week's  sojourn  at  the  seaside  the  patient  was 
seen  again.  The  kidney  was  felt  in  its  normal  situation, 
and  did  not  slip  down  on  deep  inspiration  as  before.  It 
rose  and  fell,  but  there  was  no  escape  into  the  anterior 
segment  of  the  right  lumbar  region.  The  patient  felt 
'  fit  and  well '  in  spite  of  very  hot  weather.  No  headache, 
appetite  good,  no  nausea,  and  the  tongue,  which  every 
now  and  then  in  the  first  few  days  of  treatment  furred 
thickly,  was  then  clean  and  moist. 

In  December,  1893,  the  patient  was  seen  again,  and 
there  had  been  no  return  of  nervous  exhaustion  nor  pain. 

At  the  end  of  1894  she  was  feeling  very  well,  the  rapid 
action  of  the  heart  recurred  at  long  intervals,  and  there 
had  been  a  little  swelling  and  stiffness  of  both  knees, 
which  had  subsided.  The  clothed  weight  was  11  st.  9  lb. 
The  heart  sounds  and  area  of  dulness  were  normal.  The 
tongue  was  flabby,  but  not  furred,  the  stomach  limits 
normal,  and  the  kidney  could  not  be  felt  more  than 
normally. 

Case  3. — Mrs.  H.,  aged  forty-six,  was  admitted  in  June, 
1893.  She  had  been  quite  well  up  to  1877,  when  there 
was  an  attack  of  rheumatic  fever.  Three  years  later, 
while  out  hunting,  she  was  suddenly  obliged  to  stop  owing 
to  dyspnoea.  This  was  followed  by  frequent  attacks  of 
vomiting  and  pain  in  the  right  side  of  the  abdomen, 
accompanied  by  headache,  both  temporal  and  occipital. 

The  whole  digestive  apparatus  was  upset  '  just  before 
and  during  the  catamenial  period  until  in  18S8,  after  treat- 
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ment  under  Dr.  W.  Playfair,  she  was  much  better  for  a 
time  ;  the  vomiting  ceased,  the  attacks  of  nausea  became 
less  frequent,  but  the  sick  headaches,  nauseating  pain  in 
the  abdomen,  and  prostration  again  recurred,  with  some 

loss  of  flesh.  '   .  r 

Physical  examination  revealed  mitral  disease,  a  systolic 
murmur,  loudest  at  the  apex,  audible  also  in  the  left  axilla 
and  angle  of  the  scapula,  and  a  diastolic  murmur  with 
slight  thrill  in  the  fifth  interspace  in  the  left  mammary 
line,  where  the  impulse  was  situate.  The  murmur  was  of 
a  '  to  and  fro  '  character,  with  accentuation  of  the  second 
sound.  The  pulse  was  feeble,  irregular,  and  very  com- 
pressible. The  period  came  on  the  day  after  admission, 
and  was  accompanied  by  headache,  nausea,  and  pain  in 
the  right  lumbar  and  iliac  regions.  Examination  of  the 
abdomen  showed  nothing  remarkable  save  that  the  right 
kidney  was  movable,  and  slipped  in  and  out  of  place  with 
a  sort  of  click.  Anorexia,  insomnia,  and  nervous  prostra- 
tion were  very  marked  symptoms,  while  the  pain  in  the 
abdomen  appeared  to  be  very  severe.  She  had  found  that 
when  there  was  insomnia,  lying  on  the  left  side  with  the 
right  knee  drawn  high  up  generally  enabled  her  to  sleep. 

During  the  first  week  absolute  rest  was  enforced  ;  the 
headache  occurred  at  intervals,  sometimes  occipital,  at 
others  unilateral  temporal,  during  the  period,  which  lasted 
five  days,  and  was  not  profuse.  After  the  first  week  the 
urine  was  measured  and  tested  daily.  At  first  scanty 
(15  to  20  oz.),  high-coloured,  loaded  with  lithates  with  a 
high  sp.  gr.,  1025  to  1032,  and  always  a  small  amount 
of  albumen  ;  it  gradually  became  paler,  with  a  sp.  gr.  of 
1020  to  1028,  from  20  to  60  oz.  being  passed  daily,  and 
only  a  trace  of  albumen  was  occasionally  found,  coin- 
ciding with  temporal  headaches,  which  occurred  three 
times  during  the  month  of  treatment.  The  unclothed 
weight  on  admission  was  8  st.  5  lb.,  and  rose  to  8  st.  11  lb., 
but  no  further  gain  in  weight  was  made. 

Some  slight  oedema  of  the  feet  noticed  at  first  subsided 
under  the  influence  of  rest  and  gentle  massage.  The  diet 
consisted  of  light  meals  of  farinaceous  foods,  with  milk ; 
peptonised  milk  was  also  taken  in  a  liquid  form  in  small 
quantities,  at  intervals  of  an  hour,  from  two  to  three  pints 
daily.  The  kidney  was  secured  by  a  pad  and  bandage, 
carefully  adjusted  after  abdominal  massage  daily.  No 
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abdominal  pain  was  felt  after  the  first  week,  nor  was 
nausea  complained  of  after  the  twelfth  day,  when  there 
was  nausea  and  faintness  in  the  early  morning  for  about 
half  an  hour.  The  general  condition  of  the  patient  im- 
proved while  under  the  treatment,  but  some  two  or  three 
months  afterwards  her  cardiac  troubles  increased,  and 
thirteen  months  later  she  succumbed  to  pulmonary  cedema 
after  an  attack  of  syncope. 

The  mother  of  this  patient  was  said  to  have  suffered 
from  '  tumour  on  the  liver ';  the  sister  had  a  right  floating 
kidney  successfully  treated  by  the  writer. 

Case  4. — Miss  M.  T.,  aged  forty-four,  was  admitted  in 
June,  1895,  complaining  of  frequently-recurring  severe 
pains  in  the  hypochondriac  and  epigastric  region,  with 
general  aching  and  stiffness  about  the  lower  part  of  the 
abdomen  and  in  the  lumbar  region.  Six  weeks  previously 
she  had  first  noticed  these  symptoms,  and  after  their  first 
appearance  she  had  a  fall  from  a  horse  while  in  the  act  of 
mounting.  This  jarred  her,  but  she  got  up,  and  the  ride 
was  taken.  On  her  return  home,  the  pain  being  more 
severe,  she  went  to  bed  and  remained  there,  under  the 
care  of  her  medical  adviser,  Dr.  Waddell,  for  a  week. 
Floating  kidney  was  diagnosed,  and  a  padded  belt  was 
prescribed,  but  it  had  been  discarded  by  the  patient  as 
uncomfortable. 

Previous  illnesses  :  Scarlatina  and  infantile  complaints, 
bronchitis,  asthma,  and  haemorrhoids  for  some  years. 
She  could  not  ride  nor  drive  without  sneezing  and  the 
eyes  watering  copiously. 

Present  condition :  Well  nourished,  rather  sallow, 
tongue  thickly  furred,  pulse  100.  Catamenia  regular  and 
painless.  Appetite  bad,  bowels  irregular.  Mental  agita- 
tion when  pain  comes  on,  and  some  depression  in  the 
intervals.  Has  lost  weight  and  flesh  rather  quickly, 
though  she  is  still  not  thin.  Sleep  good.  Every  morning 
on  waking  there  is  severe  pain  in  the  right  lumbar  region 
and  across  above  the  navel  to  the  opposite  side. 

Examination  of  the  abdomen  reveals  gastroptosis  and 
right  nephroptosis.  There  is  great  tenderness  when  the 
kidney  is  felt  between  the  two  hands.  Its  position  on  the 
first  examination  was  just  above  the  crest  of  the  ilium, 
lying  vertically,  the  upper  margin  distinguishable  below 
the  twelfth  rib  behind.    The  abdominal  walls  were  soft 
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and  easily  compressible,  the  limits  of  the  stomach  being 
from  the  sixth  left  interspace  above  to  the  level  of  the 
navel  below,  and  extending  from  just  outside  the  mammary 
line  on  the  left  to  the  level  of  the  ninth  costal  cartilage  on 
the  ricmt,  2  in.  within  the  right  mammary  line,  lhe 
liver  dulness  was  normal,  there  was  no  pain  on  pressure 
over  the  gall-bladder,  nor  any  tenderness  m  any  other  part 
of  the  abdomen  save  on  manipulation  of  the  right  kidney 
when  pain  shot  and  radiated  through  the  loins,  back,  and 
belly,  and  nausea  was  always  felt  if  the  kidney  was 
touched  during  the  first  two  weeks  of  treatment,  for 
ten  days  there  was  frequent  pain  of  a  colicky  and  dragging 
character,  but  not  resembling  either  hepatic  or  renal  colic 
in  the  direction  of  the  pain.    There  was  no  retraction  of 
the  abdomen.    The  kidney  was  padded  and  bandaged  in 
position,  but  each  time  the  restraint  was  removed  it  slipped 
down  and  caused  recurrence  of  pain.    The  urine  was 
sometimes  pale,  at   others  high-coloured,  occasional  y 
traces  of  albumen  (on  the  second  day  an  appreciable 
quantity),  no  blood  discs  nor  casts  ;  sp.  gr.  1020  to  1026, 
urates  and  phosphates. 

Weight  unclothed  on  admission,  7  st.  1  lb. ;  3  lb.  were 
lost  in  the  first  fortnight  and  regained  later  ;  gradually 
the  tenderness  subsided,  the  tongue  became  less  furred, 
appetite  improved,  and  the  patient  left  with  a  well-fitting 
abdominal  belt  and  pad  which  retained  the  kidney  in  its 
proper  place  without  causing  pain.    Only  6  lb.  in  weight 
was  gained  during  the  'rest  cure,'  but  no  attempt  was 
made  to  overfeed  the  patient,  whose  weight,  unclothed, 
on  leaving  was  7  st.  7  lb.    In  November  of  the  same  year 
I  saw  the  patient  again,  when  she  complained  of  only 
slight  pain  across  the  abdomen,  on  a  level  with  the  navel, 
occasionally  at  night.    The  right  kidney  could  not  be  felt, 
the  stomach  level  seemed  to  be  two  fingers'  breadth  above 
the  navel. 

In  May,  1896,  the  patient  was  again  seen,  and  was 
quite  well  save  for  a  pain  over  the  back  of  the  neck  and 
shoulders.  The  kidney  had  caused  no  trouble ;  she  rode 
on  horseback  and  on  a  bicycle  without  any  inconvenience. 
The  asthma  was  less  troublesome.  In  March,  1897,  I 
saw  the  patient,  who  was  '  quite  well,'  and  able  to  lead  an 
active  and  useful  life. 

Case  5.— Mrs.  T.,  aged  forty-five,  was  admitted  for 
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treatment  in  October,  1895,  complaining  of  gradual  loss 
of  weight,  sleeplessness,  headache,  both  occipital  and 
vertical,  backache,  anorexia,  epigastric  uneasiness,  and 
constipation,  with  nausea,  occasionally  '  dark  waves  over 
the  eyes,'  and  somewhat  profuse  perspirations. 

Previous  illness  :  She  had  suffered  from  fibroid  tumour, 
both  ovaries  had  been  removed,  and  since  then  there  had 
been  no  haemorrhage.  Three  years  ago  she  first  noticed 
the  epigastric  discomfort,  not  amounting  to  pain.  As  this 
continued  she  lost  flesh,  and  found  difficulty  in  battling 
with  anxieties  and  troubles,  finally  breaking  down  under  a 
concentration  of  bereavement,  having  lost  four  near  rela- 
tions within  eighteen  months. 

Physical  examination  :  The  trunk  and  the  limbs  were 
not  very  thin,  but  the  abdomen  was  scaphoid  in  shape, 
with  little  or  no  subcutaneous  fat,  the  walls  being  very 
flabby,  and  the  abdominal  reflexes  absent.  Respirations, 
17  ;  pulse,  98  ;  temperature,  98-4° ;  heart-sounds  feeble,  the 
first  being  very  short.  Nothing  else  remarkable  in  the 
chest.  Palpation  of  the  abdomen  revealed  the  presence 
of  a  firm  ovoid  swelling  lying  to  the  right  of  the  umbilicus, 
vertically,  which  slipped  upwards  and  backwards  on 
bimanual  manipulation.  There  was  also  slight  gastrop- 
tosis,  but  the  lower  border  of  the  stomach  did  not  extend 
below  a  point  one  inch  above  the  navel.  Urine,  sp.  gr. 
1020 ;  no  sugar.  Albumen,  a  trace,  phosphates.  The  un- 
clothed weight  on  admission  was  8  st.  7^  lb. ;  eight  weeks 
later,  on  discharge,  9  st.  2J  lb. 

The  sleep  in  this  case  was  very  variable,  and  for  the 
first  week  not  more  than  four  hours'  consecutive  sleep  was 
obtained  in  each  night.  Attacks  of  palpitation  occurred 
sometimes  by  day  and  at  others  by  night,  the  pulse 
running  up  from  96  to  100,  110,  and  once  to  120. 

After  a  month's  treatment  by  rest  in  the  recumbent 
position,  with  massage  and  simple  diet,  by  no  means 
excessive  in  quantity — three  light  meals  per  diem,  with 
meat  juice  twice  daily  between  them,  being  all  that  the 
patient  ate — there  came  nine  good  nights  in  succession, 
followed  by  a  bad  one,  with  great  agitation,  heart  hurry 
and  general  discomfort.  On  examination  it  was  found 
that  the  right  kidney,  which  had  been  carefully  replaced 
on  admission  and  daily  padded  and  bandaged  in  position, 
had  slipped  down.    It  was  lying  apparently  diagonally 
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across  the  right  lumbar  region,  about  the  level  of  the 
umbilicus.    Bimanual  manipulation  plainly  showed  the 
position  of  the  organ,  which  was  replaced  without  diffi- 
culty.   Prior  to  this  the  urine,  since  the  patient's  admis- 
sion, had  been  free  from  albumen  ;  now  there  was  more 
than  a  trace  in  the  daily  specimens,  and  during  three 
nights  of  broken  sleep  there  was  always  a  trace  of  albumen 
in  the  urine,  which  was  passed  three  or  four  times  in  the 
night.    No  weight  was  gained  during  the  week.  From 
that  time  progress  was  fairly  good,  though  the  gain  in 
weight  was   not   remarkable.     Headache  disappeared, 
appetite  improved,  the  perspirations  ceased,  and  the 
bowels  acted  regularly  every  other  day,  sometimes  daily. 
The  power  to  concentrate  thought,  to  dismiss  doleful 
ideas,  and  to  take  a  brighter  view  of  life  returned.   A  visit 
to  Brighton  in  stormy  weather  brought  on  trigeminal 
neuralgia,  which,  however,  was  speedily  relieved,  and  the 
patient  returned  to  her  home  much  improved  in  health 
and  spirits. 

With  a  padded  belt  the  kidney  was  kept  in  place,  and 
in  July,  1896,  I  could  only  feel  the  lower  third  of  the 
kidney  on  deep  bimanual  palpation  during  inspiration. 
It  did  not  slip  out  and  wander  into  the  lumbar  region  in 
front,  where  it  had  previously  been  felt. 

In  January,  1897,  the  patient  reported  excellent  health, 
and  further  gain  in  strength  and  flesh,  and  in  February 
an  opportunity  arose  for  making  a  thorough  examination 
of  the  patient's  condition,  when  nothing  whatever  of  an 
abnormal  nature  could  be  discovered  in  the  shape,  size, 
position,  or  functions  of  the  abdominal  organs  and  walls. 
Steady  gain  in  weight  and  health  was  shown  by  the 
marked  increase  in  quantity  and  quality  of  flesh,  the  free- 
dom from  headache  and  all  the  other  symptoms  previously 
present,  and  the  power  to  enjoy  active  pursuits  without 
undue  fatigue. 

Recent  inquiry  has  elicited  the  fact  that  this  patient 
still  continues  to  enjoy  excellent  health. 

Case  6. — Captain  M.,  aged  thirty-six,  was  admitted  in 
October,  1895,  suffering  from  a  sense  of  strain  and  tightness 
over  the  small  of  the  back,  flatulence,  abdominal  distension, 
constipation,  nausea,  and  frequent  attacks  of  sickening 
pain  in  the  umbilical  region,  attended  by  a  sensation  of 
dragging  and  weight  in  the  right  loin  and  hypochondrium. 
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Nervousness,  trembling  fits,  dread,  tightness  in  the  head, 
mental  depression,  and  all  sorts  of  terrors  had  increasingly 
assailed  him  during  the  past  twelvemonth,  in  which  he 
had  lost  more  than  2  stone  in  weight.  The  abdominal 
pain  and  general  malaise  frequently  prevented  sleep  ; 
otherwise,  when  not  so  distressed,  he  generally  slept  until 
about  5  a.m.,  when  nightmare  awoke  him,  and  great 
depression  of  spirits,  with  painful  thoughts,  made  him 
restless  and  agitated.  Sometimes  he  awoke  suddenly 
with  great  pain  in  the  back,  loins,  and  abdomen,  palpita- 
tion of  the  heart,  with  great  agitation  and  such  physical 
restlessness  that  he  could  not  remain  in  bed,  though 
moving  about  seemed  to  increase  the  nausea  and  pain. 

Physical  examination  revealed  evidence  of  loss  of  flesh  ; 
there  was  little  subcutaneous  fat  anywhere  over  the  trunk 
or  limbs.  Nothing  abnormal  about  the  chest.  Respira- 
tion, 24;  heart-sounds  normal,  but  rapid;  pulse,  110; 
temperature,  99° ;  hands  and  feet  cold  and  bluish.  Tender- 
ness over  seventh  cervical  and  second  dorsal  spines,  and 
generally  over  the  lumbar  region.  Knee  jerks  exaggerated  ; 
no  clonus.  Abdomen  scaphoid  ;  right  rectus  tense,  left 
quite  relaxed.  On  palpation  there  was  tenderness,  and  a 
tumour  could  be  felt  just  under  the  navel,  and  apparently 
lying  close  under  the  abdominal  wall,  firm  and  cylindrical, 
somewhat  resembling  a  '  Cambridge  sausage  ';  on  rather 
firmer  pressure  the  tumour  disappeared,  the  patient  com- 
plaining of  nausea.  The  stomach  was  distinctly  dilated, 
the  gastric  note  extending  from  the  junction  of  the  left 
sixth  costal  cartilage  with  the  sternum  outwards  along  the 
upper  border  of  the  fifth  rib  to  beyond  the  left  mammary 
line  in  the  fifth  intercostal  space,  thence  vertically  down- 
wards to  the  lower  border  of  the  left  ninth  rib,  and  from 
this  point  the  lower  border  extended  downwards  to  the 
navel  and  across  to  the  right  eleventh  costal  cartilage. 
The  splashing  sound  could  be  elicited  over  this  area  with- 
out difficulty,  and,  on  pressing  the  hand  upwards  against 
the  lower  border  of  the  stomach,  the  splash  of  the  gastric 
contents  against  the  lesser  curvature  could  be  distinctly 
heard  with  the  stethoscope.  The  limits  of  the  stomach 
were  verified  by  ausculto-percussion  and  by  the  effervescent 
powder  test.  In  the  erect  posture  the  abdomen  was  pear- 
shaped.    Examination  per  rectum,  nil. 

Nothing  in  the  history  of  the  patient  threw  any  par- 
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ticular  light  on  the  nature  of  his  malady,  the  previous  ill- 
nesses being  enteric  fever  in  1881,  and  insolation  ten  years 
later;  but  on  examining  the  abdomen  again  on  the  follow- 
ing morning  a  firm,  rounded  swelling  could  be  felt  to 
the  right  of  the  navel,  which  slipped  upwards  and  back- 
wards on  very  slight  pressure.  Bimanual  examination 
plainly  showed  the  existence  of  a  freely  movable  right 
kidney,  and  the  patient  then  mentioned  that  some  ten 
years  previously  he  fell  in  a  race,  felt  great  pain  and 
weight  in  the  right  side  of  the  belly  and  loin,  and  passed 
blood  in  the  urine  for  a  week  after.  Off  and  on  since 
then  there  had  been  attacks  of  pain,  but  none  so  severe 
as  during  the  last  twelvemonth.  The  urine,  on  being 
examined,  was  very  acid,  sp.  gr.  1025  >  no  albumen,  nor 
sugar,  nor  blood.  The  unclothed  weight  on  admission 
was  9  st.  10  lb.,  and  at  the  close  of  each  week  respectively 
10  st.  31  lb.,  10  st.  4^  lb.,  10  st.  8  lb.,  10  st.  9  lb.,  and 
10  st.  io£  lb. 

The  abdominal  pad  and  bandage,  which  was  applied 
after  the  massage  of  the  abdomen  every  day,  being  re- 
adjusted after  each  manipulation  administered— three 
times  a  day  and  sometimes  oftener — very  frequently  was 
found  to  be  shifted,  and  sometimes,  even  when  securely 
sewn  overnight,  in  the  morning  the  bandage  was  in  disorder, 
and  the  kidney  would  be  found  displaced.  This  occurred 
until  the  end  of  the  second  week,  when  means  were  taken 
to  adjust  the  bandage  so  that  the  pad  would  not  shift,  and 
the  recurrence  of  pain  and  nausea  was  afterwards  very 
rare.  There  was  steady  improvement  in  the  mental  and 
nervous  stability  of  the  patient,  pari  passu  with  the  gain  in 
weight  and  in  muscularity  of  the  abdominal  walls. 

In  all  cases  of  enteroptosis  the  effect  of  local  massage 
is  most  marked,  and  it  will  often  be  noted  that  the  im- 
provement in  texture  of  the  abdominal  skin,  the  increase 
of  subcutaneous  tissue,  and  greater  bulk  and  tone  of  the 
abdominal  muscles  will  be  more  early  noticeable  than  in 
any  other  part  of  the  limbs  and  trunk.  It  would  seem 
that  the  more  frequent  administration  of  abdominal 
massage  determined  the  local  increment  of  tissue.  Un- 
fortunately, more  frequent  massage  of  the  whole  trunk 
and  limbs  does  not  produce  corresponding  general  gain. 
In  the  case  of  this  patient  the  stomach  itself  shared  in  the 
better  nutrition,  and  twenty-eight  days  after  admission 
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the  limits  were  normal.  The  salol  test,  which  gave  no 
reaction  until  after  the  lapse  of  one  hour  and  a  quarter  on 
the  second  day  of  treatment,  when  applied  on  the  twenty- 
eighth  day,  yielded  a  rich  violet  colour  in  twenty  minutes. 

At  the  end  of  the  year  I  saw  the  patient  again.  He 
had  experienced  an  attack  of  nervous  dread  after  a  hard 
day  at  golf,  but  was  able  to  shake  off  the  depression. 
The  bodily  weight  was  maintained,  the  right  kidney  could 
not  be  felt  out  of  place,  and  there  was  no  distension  of 
the  stomach  or  intestines. 

At  intervals  I  have  heard  from  him,  and,  with  rare 
attacks  of  '  nervousness,'  he  has  done  well,  and  been  able 
to  pursue  his  occupation.  On  his  own  account  he  had 
obtained  the  services  of  a  masseur,  and  in  the  early  part 
of  1897  wrote  that  alter  having  been  rubbed  for  a  short 
while  he  felt  very  well  and  free  from  discomfort. 

Case  7. — Miss  T.,  aged  twenty-seven,  was  admitted  in 
April,  1896,  complaining  of  violent  paroxysmal  pain  in  the 
right  side,  extending  from  the  right  lateral  region  of  the 
chest  downwards  into  the  iliac  fossae.  This  severe  pain 
occurred  at  irregular  intervals,  and  between  the  attacks 
there  was  dragging  pain  in  the  back,  loins  and  epigastrium, 
with  nausea,  palpitation,  and  great  depression.  Head- 
ache over  the  right  eye,  constipation,  unrefreshing  sleep, 
with  restlessness  and  alarming  dreams,  also  distressed 
her,  and  she  felt  '  quite  unfit  for  anything.'  Catamenial 
period  every  fortnight,  with  an  increase  in  the  severity  of 
all  the  pains,  obliged  her  to  keep  quite  still,  as  any  attempt 
at  exercise  appeared  to  bring  on  the  paroxysmal  pain. 

The  patient  was  quite  well  and  of  a  very  cheerful  dis- 
position up  to  a  time  about  six  months  ago,  when  within 
four  months  both  her  parents  were  taken  ill  and  died. 
She  nursed  them  both,  and  felt  no  ill  effects  until  on  one 
occasion,  when  lifting  her  mother,  she  felt  a  wrench  in  the 
right  side  with  sickening  pain,  which  was  similar  in 
character  to  the  twisting  paroxysmal  pain  she  had  ex- 
perienced since  at  intervals.  Her  friends  had  encouraged 
her  to  try  and  shake  off  her  depression  and  to  distract 
her  mind  from  her  aches  and  pains  ;  but  she  found  them 
too  severe,  and  recognised  that  exertion  of  any  kind  made 
her  worse.  There  had  been  little  or  no  loss  of  flesh,  and 
the  patient  looked  fairly  well  nourished,  though  sallow 
and  apparently  fatigued.    The  tongue  was  dry  and  furred 
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brown ;  pulse  full,  steady,  80 ;  temperature,  98*6°  F.  ; 
heart  and  lungs  normal.  Some  tenderness  over  the  right 
hypochondriac  region,  but  no  tender  spot  anywhere  above 
the  navel.  On  bimanual  examination  of  the  right  loin 
the  right  kidney  could  not  be  felt  as  usual  on  deep  respira- 
tion, though  the  left  kidney  could  be  felt  on  similar 
manipulation  of  the  left  loin.  In  the  right  iliac  fossa, 
below  the  level  of  the  anterior  superior  spine  of  the  ilium' 
a  firm,  rounded  swelling  could  be  felt,  which  was  tender 
to  touch  and  movable.  On  deeper  manipulation  it  slipped 
away,  and  could  be  followed  up  into  the  right  loin,  being 
replaced  in  its  normal  position,  when  the  renal  dulness 
behind,  which  was  previously  absent,  returned.  A  pad 
and  bandage  were  immediately  applied. 

No  paroxysm  of  pain  has  since  recurred  in  the  fifteen 
months  which  have  elapsed  ;  but  there  was  some  pain, 
neither  severe  nor  prolonged,  at  the  menstrual  periods 
during  treatment,  and  this  has  recurred  occasionally  just 
before  the  onset  of  the  periods,  which  are  now  regular 
and  monthly,  whereas  before  treatment  they  had  been 
fortnightly. 

During  the  six  weeks'  treatment  there  were  two 
menstrual  periods,  and  immediately  preceding  them  pain 
was  felt  in  the  right  hypochondrium  and  in  both  iliac 
regions.  There  was  some  ovarian  tenderness,  and  a  great 
deal  of  tenderness  on  bimanual  handling  of  the  right  kidney 
Moreover,  the  nausea,  general  abdominal  malaise,  and  dull 
frontal  headache  heralding  the  arrival  of  the  period,  pointed 
to  the  existence  of  congestion  of  the  digestive  organs  so 
frequently  occurring  in  dyspeptic  females. 

On  admission  the  urine  contained  albumen  in  notice- 
able quantity,  again  before  the  first  period  there  was 
albumen  for  two  days,  but  none  after  until  before  the 
second  period  when  again  there  was  a  trace  for  four  days, 
in  spite  of  the  well-nourished  condition  of  this  patient, 
she  gained  10  lb.  in  the  six  weeks  of  treatment,  becoming 
much  firmer  and  quite  rosy-cheeked.  It  must  be  said 
that  in  this  case  a  contented  mind  proved  to  be  a  con- 
tinual feast,  for  the  freedom  from  pain  and  the  thorough 
rest  were  very  greatly  appreciated.  There  was  never  at 
any  time  the  slightest  evidence  of  hysteria  or  morbidity, 
yet  the  friends  of  the  patient  had  been  under  the  impres- 
sion that  she  was  suffering  more  from  mental  effects  of 
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orphanhood  than  from  any  physical  illness,  and  regarded 
the  severe  paroxysmal  pain  as  '  hysterical.'  I  saw  one  of 
these  attacks,  and  was  fully  satisfied,  not  only  of  the 
reality  of  the  suffering,  but  of  the  due  proportion  between 
cause  and  effect  in  the  position  and  tenderness  of  the 
dislocated  kidney  on  the  one  hand,  and  the  pain,  disturb- 
ance of  functions,  and  quite  reasonable  dread  experienced 
by  the  sufferer. 

I  saw  this  patient  at  the  end  of  July,  1896,  when  she 
was  quite  well,  and  had  been  free  from  pain  save  at  the 
time  of  the  period,  when  it  was  neither  severe  nor  pro- 
longed. She  said  she  '  felt  better  than  ever  in  her  life, 
slept  well,  and  required  no  drugs.'  The  catamenia  were 
regular  and  painless  when  I  saw  her  again  in  October. 
Shortly  afterwards  she  had  an  attack  of  influenza,  and 
complained  of  a  morning  cough  and  increasing  deafness, 
but  was  otherwise  very  well.  Later  accounts  have  been 
very  good,  and,  so  far  as  any  renal  or  digestive  troubles 
are  concerned,  health  is  completely  re-established  at  the 
time  of  writing — more  than  twelve  months  after  treat- 
ment. 

Case  8. — Miss  H.,  aged  fifty-five,  was  admitted  in 
October,  1896,  complaining  of  painful  aching  in  the  right 
hypochondrium,  burning  pain  in  the  chest  after  meals,  con- 
stipation alternating  with  diarrhoea,  great  nervousness,  ver- 
tigo, mental  depression,  and  physical  weakness.  All  these 
symptoms  had  been  gradually  increasing  in  severity  until 
now,  after  trying  to  pursue  a  very  active  life,  involving  much 
mental  and  physical  fatigue,  she  felt  unable  to  fight  any 
longeragainst  the  nervous  exhaustion  which  unfitted  herfor 
her  household  and  social  duties.  In  the  previous  winter  she 
first  noticed  the  giddiness,  nausea,  and  depression,  for 
five  weeks  being  so  nervous  that  she  could  not  bear  to  be 
left  alone.  The  digestion  was  deranged,  there  was  severe 
pain  in  the  right  side,  constipation,  and  anorexia,  with 
great  sense  of  weakness.  Gradually,  under  treatment, 
she  became  better  and  took  an  active  part  in  a  bazaar, 
when  the  abdominal  pain  again  recurred,  with  diarrhoea. 
Every  autumn  she  had  been  abroad  to  one  or  other  of  the 
well-known  spas  or  health  resorts,  and  in  August  had 
been  to  a  Swiss  Alpine  resort,  but  returned  no  better, 
still  feeling  giddy,  with  heartburn,  constipation,  or 
diarrhoea,  pain  sometimes  in  the  right  shoulder,  at  others 
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in  the  liver  and  right  loin,  of  a  gnawing  and  dragging 
character,  with  shooting  pain  in  the  groin. 

On  examination  nothing  abnormal  could  be  found  save 
a  freely  movable  right  kidney,  which  could  be  felt  quite 
distinctly  in  its  whole  length  between  the  ribs  and  the 
crest  of  the  ilium,  and  slipped  upwards  with  a  sudden 
dive  under  the  ribs  just  as  if  it  had  a  socket  into  which  it 
fitted.  There  was  no  tenderness  on  pressure,  but  a  slight 
feeling  of  nausea  and  a  sharp  shooting  pain  up  into  the 
shoulder-blade.  The  abdominal  walls  were  somewhat 
flabby,  but  the  reflexes  were  exaggerated.  The  patient 
was  very  nervous  and,  as  she  herself  said,  '  more 
frightened  than  hurt  '  when  examined.  The  sigmoid 
flexure  was  prolapsed,  otherwise  no  other  physical  sign  of 
mischief  was  discoverable  save  a  slight  lateral  curvature 
and  marked  pallor  of  the  whole  surface  of  the  body. 
There  was  a  strained  expression  of  the  countenance 
almost  amounting  to  anxiety,  and  the  whole  aspect  of  the 
patient  was  one  of  fatigue  and  suffering.  She  had  been 
sleepless,  emotional,  and  melancholy,  though  naturally  a 
good  sleeper  and  very  buoyant  in  spirit.  The  tongue  was 
dry  and  furred  white.  Urine,  sp.  gr.  1025  ;  no  albumen, 
lithates,  and  phosphates. 

During  the  first  week  the  pain,  nausea,  and  heartburn 
persisted,  gradually  lessening  in  frequency  and  duration  ; 
the  sleep  was  better  from  the  first  and  the  patient  became 
more  cheerful,  only  occasionally  relapsing  into  a  depressed 
condition,  from  which  she  speedily  rallied.  In  the  month 
of  treatment  10J  lb.  were  added  to  the  body  weight,  and 
she  left  feeling  well  and  strong,  being  provided  with  an 
abdominal  belt  with  renal  pad.  On  reaching  home  she 
felt  the  cold  very  much  and  suffered  from  a  chill. 

I  saw  the  patient  in  January,  1897.  The  right  kidney 
could  only  just  be  felt  on  deep  inspiration  and  did  not 
slip  out  any  more.  On  the  advice  of  Dr.  Huxley,  who 
sent  her  to  me,  she  went  to  the  south  of  France,  whence 
she  wrote  in  March  in  good  health  and  spirits.  During 
her  stay  under  treatment  I  received  a  note  from  the 
husband  of  this  patient's  sister,  a  well-known  physician, 
telling  me  that  his  wife  had  also  a  right  floating  kidney. 

Of  the  result  of  treatment  in  this  case  it  is  too  early  to 
say  anything,  save  that  the  immediate  effects  appeared 
to  be  all  that  could  be  desired.     So  far  as  the  local 
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conditions  were  recognisable  there  was  nothing  in  the 
symptoms  directly  pointing  to  the  existence  of  a  floating 
kidney,  and  it  may  be  contended  that  the  betterment  bore 
no  relationship  to  the  reposition  of  the  dislocated  organ  ; 
but  the  cessation  of  the  aching  pain  in  the  right  side 
corresponded  with  the  return  of  the  kidney  to  its  normal 
situation,  and  the  shooting  pain  in  the  right  groin  was 
not  afterwards  felt.  So  that,  although  the  dyspeptic 
derangement  might  have  arisen  independently  of  the 
nephroptosis,  it  seems  reasonable  to  believe  that  they 
were  in  this,  as  in  other  cases,  interdependent.  No  doubt 
the  recumbent  position  aided  in  overcoming  the  mechani- 
cal impediment  to  regular  relief  from  the  bowels  caused 
by  the  sigmoid  prolapse,  and  thus  one  cause  of  trouble 
was  partially  relieved ;  while  the  improvement  in  the 
texture  and  tone  of  the  abdominal  wall  palpably  produced 
by  regular  massage  restored  the  normal  pressure  on  the 
abdominal  viscera,  and,  as  a  result  of  manipulation,  the 
nutrition  and  muscularity  of  the  bowels  themselves  were 
also  greatly  improved. 

It  will  be  observed  that  in  all  these  cases  there  were 
physical  signs,  local  and  general  symptoms  which  are 
attributable  to  the  dislocation  and  mobility  of  the  right 
kidney,  and,  judging  from  the  unfortunate  consequences 
following  disregard  of  this  lesion  and  neglect  of  treatment 
in  cases  which  have  come  under  observation,  it  may  be 
alleged  that  much  suffering  and  chronic  ill-health  can  be 
averted  by  means  entailing  none  of  the  risks  that  may 
possibly  be  incurred  by  operation.  Moreover,  there  must 
be  many  nervous  invalids  reduced  to  a  condition  of 
chronic  debility  by  nephroptosis  who  would  not  submit  to 
the  operation  of  nephrorrhaphy  if  by  an)'  other  means 
restoration  to  easy  and  comfortable  health  could  be 
gained.  For  these  the  treatment  by  the  '  rest  cure ' 
affords  a  good  prospect  of  relief,  and  should  certainly  be 
given  a  fair  trial  before  the  adoption  of  more  heroic 
measures.    The  only  case  within  my  cognisance  in  which 
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the  rest  cure  was  a  complete  failure  occurred  in  a  lady  who 
had  previously  been  subjected  to  double  oophorectomy. 
She  had  for  many  years  suffered  from  chronic  congestion 
of  the  liver ;  there  was  an  adhesion  of  a  portion  of  the 
small  intestine  at  the  bottom  of  the  Douglas  pouch.  By 
no  means  that  the  care  and  skill  of  the  most  distinguished 
practitioners  of  physic  and  surgery  could  devise  was  it 
possible  to  improve  nutrition,  and  no  permanent  effect 
was  produced  on  her  condition  by  any  treatment.  The 
unclothed  weight  never  rose  above  6  stone,  and  by  reason 
of  the  emaciation  it  was  impossible  to  adjust  any  form  of 
abdominal  belt  affording  sufficient  support  to  the  kidney 
without  producing  intolerable  discomfort.  It  is  very 
doubtful  whether,  with  the  complications,  in  this  case  the 
operation  of  nephrorrhaphy  would  have  succeeded,  and  at 
all  events  the  patient  refused  to  submit  to  any  further 
operative  interference.  In  detail,  the  treatment  adopted 
in  the  eight  cases  here  recorded  was  as  follows : 

The  patient  was  confined  to  bed,  and  after  reposition 
of  the  kidney,  a  pad,  varying  in  size  and  shape  according 
to  the  conformation  of  the  belly,  was  applied  and  main- 
tained in  position  by  a  broad  flannel  roller  encircling  the 
abdomen  from  the  pubis  to  the  umbilicus,  with  one  or  two 
turns  of  the  spica  in  order  to  prevent  riding  up.  Twice, 
and  often  more  frequently,  daily  the  abdomen  was  well 
rubbed  and  kneaded,1  care  being  taken  to  avoid  any 
pressure  which  should  tend  to  disturb  the  kidney.  Before 
and  after  the  abdominal  massage  the  organ  was  examined 
bimanually,  and  replaced  if  found  to  be  dislocated,  the 
pad  and  bandage  being  .then  readjusted.  In  some 
cases,  especially  in  those  wherein  other  enteroptoses  were 

1  Vide  '  The  Practice  of  Massage  :  its  Physiological  Effects  and 
Therapeutic  Uses,'  p.  14,  by  A.  Symons  Eccles. 
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co-existent,  the  patient  was  placed  in  the  dorsal-decubitus 
with  the  hips  higher  than  the  shoulders  for  some  portion 
of  the  day,  but  at  night  no  restraint  was  put  upon  choice 
and  freedom  of  position,  lest  this  should  interfere  with 
sleep.  In  addition  to  the  massage  of  the  abdomen  general 
corporeal  massage  was  administered  once,  and  in  some 
cases  twice,  daily. 

In  Case  3,  owing  to  the  condition  of  the  heart,  the 
patient  was  rigorously  kept  in  bed,  but  in  the  others  a 
daily  bath  was  given,  and  they  were  allowed  to  rise  for 
the  purposes  of  nature.    When  it  appeared  necessary 
the  flannel  roller  and  pad  were  replaced  by  indiarubber 
appliances  for  use  in  the  bath.    In  addition  to  the  rubbing 
and  kneading  of  the  whole  body  and  belly  at  the  expira- 
tion of  periods  varying  with  the  progress  of  the  case, 
exercises  were  practised— first  the  usual  passive,  active, 
and  resisted  movements  of  the  limbs,  and  afterwards 
special  movements  devised  with  a  view  to  call  into  play 
the  abdominal  muscles.    Now  these  need  to  be  carefully 
supervised,  because  if  the  pressure  exercised   on  the 
viscera  by  contraction  of  the  abdominal  muscles  is  in  the 
wrong  direction,  and  attended  in  the  earlier  stages  of 
treatment  by  fixation  of  the  diaphragm,  the  movable 
kidney  may  easily  be  pushed  out  of  its  proper  resting- 
place,  and  thus  the  very  object  of  treatment  be  defeated. 
It  is  true  that  in  three  cases  treated  by  partial  rest  and 
exercises,  not  under  my  immediate  supervision  and  con- 
stant attendance,  good  results  have  been  obtained  without 
so  long  and  carefully  systematized  treatment   as  was 
adopted  in  the  eight  cases  referred  to  here,1  and  my  suc- 
cessor in  the  presidential  chair  of  the  West  London 

1  Vide  'Some  Effects  of  a  Lack  of  Muscular  Development,'  by 
W.  B.  Clarke,  West  London  Journal,  January,  1897. 
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Medical  and  Chirurgical  Society  has  recorded  the  good 
results  he  has  obtained  in  a  case  of  lack  of  abdominal 
muscular  development  by  similar  means.  But  failure  in 
other  cases  where  amateur  rubbing  and  half-measures 
were  adopted  has  induced  preference  for  thorough  treat- 
ment, in  which  the  risk  of  failure  is  reduced  to  the  lowest 
possible  minimum.  In  the  systematic  movements  em- 
ployed for  the  purpose  of  restoring  tone  to  flaccid  bellies 
it  is  well  to  avoid  exercises  at  first  which  involve  either  deep 
inspiration  or  '  holding  the  breath  '  ;  for  any  such  efforts 
will  assuredly  shoot  the  freely-movable  kidney  out  of  its 
place,  just  as  straining  at  stool,  or  a  sudden  movement  of 
the  trunk,  or  even  wincing,  will  produce  similar  effects. 
Bimanual  examination  of  the  lumbar  region  during  deep 
inspiration,  fixation  of  the  diaphragm,  or  vigorous  con- 
traction of  the  recti  or  oblique  muscles  of  the  abdomen, 
will  speedily  prove  that  great  circumspection  in  the  choice 
and  regulation  of  ventral  exercises  is  advisable  in  these 
cases. 

Alternate  retraction  and  relaxation  of  the  hypogastric 
region  is  the  first  movement  prescribed,  then  semi-rotation 
of  the  trunk  from  the  dorsal  towards  the  right  lateral 
decubitus  is  practised,  followed  by  assisted  raising  of  the 
trunk  from  the  supine  to  the  semi-recumbent  attitude  and 
back  again.  If  these  movements  produce  no  ill-effects, 
they  may  be  supplemented  by  unassisted  rotation  from 
right  to  left,  upraising  of  the  trunk  from  the  recumbent 
position,  lifting  of  both  thighs  (semiflexion  of  the  lower 
extremities  on  the  abdomen)  with  and  without  resistance, 
and  other  more  complicated  exercises  much  more  easily 
demonstrated  than  described. 

All  such  movements,  however,  should  not  be  practised 
until  some  evidence  is  afforded  that  nutrition,  usually 
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seriously  impaired  in  these  cases,  has  begun  to  improve. 
This  will  be  visible  in  the  altered  contour  of  the  abdomen, 
as  also  in  the  general  increase  of  muscular  tone  in  the 
trunk  and  limbs ;  the  texture  of  the  skin  will  also  afford 
evidence  as  to  betterment,  and  no  surer  guide  can  be 
followed  than  the  condition  of  the  subcutaneous  tissue. 
That  local  massage  of  a  part  will  be  attended  by  rapid 
increase  of  subcutaneous  fat  is  abundantly  proved  in  the 
visible  effects  of  abdominal  manipulation  in  a  very  large 
proportion  of  cases  in  which  massage  of  the  belly  has 
been  practised  more  frequently  than  that  of  the  rest  of  the 
body.  It  has  been  stated  that  in  cases  of  neurasthenia  the 
face  first  shows  signs  of  better  nutrition,  but  in  my  experi- 
ence it  is  the  abdomen  which  profits  first  in  regaining 
normal  thickness  and  tone  of  its  walls,  doubtless  because 
in  the  larger  number  of  cases  treated  by  the  '  rest  cure  ' 
digestive  troubles  have  been  prominent  features,  and 
special  attention  has  for  this  reason  been  paid  to  the 
abdominal  manipulations. 

In  these  cases  of  floating  kidney  no  less  than  in  other 
forms  of  enteroptosis  and  functional  disorder  of  digestion 
the  indications  are  to  restore  healthy  tone,  and  to  induce 
the  redeposition  of  fat  and  flesh  to  the  abdominal  walls, 
as  well  as  to  improve  the  nutrition  of  the  viscera,  and 
replace  the  packing  material  of  fat  which  in  many  cases 
has  vanished.  This  in  most  instances  can  be  done  by 
judicious  combination  of  frequent  massage  of  the  belly 
and  loins,  carefully-regulated  diet,  and,  finally,  gradually 
increased  exercise,  precautionary  measures  meanwhile 
being  adopted  by  posture,  rest,  and  mechanical  support, 
to  prevent  and  counteract  the  tendency  to  displacement 
and  undue  mobility  engendered  by  want  of  proper  support 
for  the  viscera. 
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It  is  not  my  purpose  to  discuss  here  the  pathology  of 
movable  kidney,  nor  to  attempt  to  differentiate  between 
movable  kidney  behind  the  peritoneum  and  floating  kidney 
enveloped  in  its  own  meso-nephron  ;  but  it  appears  that 
there  are  two  conditions  which  are  always  present,  one  or 
the  other — often  both — in  cases  of  freely  mobile  kidney, 
viz.,  fiaccidity  of  the  abdominal  parietes  and  loss  of  fat. 
It  is  probable  that,  in  cases  of  tissue  waste,  the  internal 
fat,  the  packing  material,  is  absorbed  before  there  are  any 
very  marked  signs  of  loss,  as  shown  by  the  reduction  in 
bulk  of  subcutaneous  fat,  so  that  it  is  by  no  means  neces- 
sary for  a  patient  to  exhibit  the  external  symptoms  of 
emaciation  when  the  cause  predisposing  to  the  undue 
mobility  of  the  kidney  may  yet  be  loss  of  the  adipose 
tissue  normally  enveloping  the  organ. 

But  pari  passu  with  the  loss  of  internal  fat,  and  before 
appreciable  waste  of  the  external  layers,  it  will  often  be 
found  in  these  cases  that  there  already  exists  marked 
failure  in  muscular  tone,  and  it  is  to  this  as  much  as  to  the 
loss  of  subcutaneous  fat  that  flaccid  and  pendulous  bellies 
are  due.  Thin  or  even  emaciated  persons  are  not  always 
lacking  in  muscular  tension.  Many  cases  present  them- 
selves in  which  there  is  excess  rather  than  diminution  of 
the  contractility  of  the  abdominal  walls,  but  in  these 
there  will  not  be  found  any  signs  of  nephroptosis. 

Even  in  Case  6,  where  on  handling  the  abdomen  there 
was  exaggeration  of  the  right  rectus  muscle  reflex,  the  rest 
of  the  abdomen  was  flabby,  and,  on  the  assumption  of  the 
erect  posture,  the  belly,  which  was  concave  in  the  recum- 
bent attitude,  became  pear-shaped,  the  hypogastric  and 
iliac  regions  bulging,  while  the  lumbar  regions  were 
hollow  and  the  epigastric  region  quite  flat. 

An  instance  of  the  possible  production  of  movable 
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kidney  by  the  rapid  reduction  of  fat  without  any  corre- 
sponding gain  in  muscular  tone  was  recently  afforded  in 
the  case  of  a  gentleman  who  consulted  me  sometime  after 
having  been  rigidly  dieted  for  obesity.  He  had  succeeded 
admirably  in  getting  rid  of  the  superfluous  fat,  and  had 
reduced  his  bulk  and  weight  without  apparent  discomfort 
for  some  months,  when  he  noticed  slight  pain  in  his  back, 
which  was  sometimes  attended  by  nausea  and  pain  '  over 
the  liver.'  On  examination  I  could  find  nothing  save  a 
freely  movable  kidney  on  the  right  side  and  a  very  flabby 
condition  of  his  abdomen,  and,  indeed,  of  the  skin  gener- 
ally. His  cheeks  were  flabby,  the  skin  all  over  the  limbs 
and  trunk  hung  loosely,  and,  indeed,  as  was  expressed  at 
the  time,  his  integuments  appeared  to  be  a  '  misfit.'  There 
was  no  anaemia,  and,  save  for  the  increasing  nausea  and 
pain  in  the  back  and  loins,  he  complained  of  no  discom- 
fort. I  urged  the  necessity  of  rest,  massage,  and  exercise, 
attributing  his  condition  to  the  rapid  absorption  of  internal 
and  external  fat  due  to  abstention  from  carbo-hydrates. 
Circumstances  prevented  the  patient  from  abandoning 
even  for  a  short  time  his  sedentary  occupation,  so  an 
abdominal  belt,  with  kidney  pad,  was  ordered,  and  massage 
and  exercises  to  improve  the  tone  of  the  skin  and  muscles 
were  prescribed,  I  do  not  know  with  what  result,  as  he 
declared  he  could  not  spare  the  time,  and  I  have  not  seen 
him  since.  The  treatment  of  obesity,  and  especially 
of  anaemic  obesity,  by  rapid  reduction  of  the  superfluous 
bulk  of  adipose  tissue  by  diet,  without  any  regard  to  the 
improvement  of  muscular  and  cutaneous  tension,  appears 
to  be  less  free  from  untoward  consequences  than  it  would 
seem  to  be  at  first  sight.  That  floating  kidney  is  often 
overlooked,  that  it  may  be  a  frequent  concomitant,  if  not 
a  cause,  of  nervous  dyspepsia  and  of  all  the  vague  sensa- 
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tions  some  nervous  invalids  experience,  seems  to  be  very 
probable,  the  cessation  of  the  symptoms  following  treat- 
ment directed  to  the  purpose  of  obtaining  and  maintaining 
the  reposition  of  the  organ  pointing  to  the  advisability  of 
recognising  early  and  dealing  with  enteroptoses  which 
appear  to  give  rise  to  neurasthenic  troubles. 


CHAPTER  III. 


GENERAL  ENTEROPTOSIS. 

The  term  'General  Enteroptosis'  is  here  employed  to 
distinguish  those  cases  of  downward  dislocation  of 
the  abdominal  contents  in  which  no  particular  organ  is 
more  markedly  displaced  than  another,  all  the  viscera 
apparently  hanging  downwards  in  a  pendulous  belly. 
There  is  little  room  for  doubt  that  the  condition  is  not  so 
uncommon  in  children  as  has  been  supposed,  and  certainly 
several  examples  have  come  under  my  own  observation  in 
young  subjects  suffering  from  rickets  and  other  forms  of 
marasmus ;  but  the  opportunities  for  the  recognition  of 
general  enteroptosis  in  early  life  have  been  few  and  far 
between  in  my  own  practice,  while  in  the  experience  of 
others  more  particularly  engaged  in  the  study  and  treat- 
ment of  infantile  disorders,  the  condition  may  appear  to 
be  more  rare  than  it  really  is,  because  it  has  not  been 
sought  for — other  and  graver  causes  for  disturbance  of 
health  overshadowing  its  existence. 

Without  desiring  to  ascribe  to  enteroptosis  undue  influ- 
ence in  the  causation  of  digestive  difficulties  and  general 
ill-health,  it  may  perhaps  be  worth  while  not  to  overlook 
the  possible  existence  of  such  a  cause  of  mal-nutrition  in 
the  pale,  flabby,  bloodless  children  whose  parents  give  a 
history  of  dyspepsia  from  an  early  age,  when,  on  examina- 
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tion,  the  young  patient  is  found  to  be  suffering  from 
arrested  development  of  the  muscular  system,  coupled 
with  a  loosely  hanging  '  pot-belly,'  in  which  there  is  no 
support  for  the  viscera  from  the  pear-shaped  abdominal 
wall,  deficient  in  muscular  tone  and  tissue,  with  a  very 
thin  integument,  and  no  subcutaneous  fat. 

In  some  instances  change  of  air,  an  out-of-door  life  in 
a  bracing  climate,  with  good  wholesome  food,  suffice  to 
overcome  the  defect  in  general  health  and  nutrition,  if  a 
well-fitting,  light  belt  is  worn  until  the  muscles  of  the 
abdomen  have  regained  their  normal  tone  and  power. 
But  examples  have  come  under  my  notice  of  children  who, 
in  spite  of  the  advantages  afforded  by  residence  in  the 
most  healthy  surroundings  on  the  eastern  coast  of 
England,  have  failed  to  improve. 

The  difficulties  of  digestion,  constipation,  languor, 
nervous  irritability,  and  lack  of  vitality  have  continued ; 
tonics  and  aperients  have  been  tried  in  vain,  sea  voyages 
have  resulted  in  further  loss  of  weight,  and  the  best 
hygiene  has  proved  apparently  useless,  until  means  have 
been  adopted  to  overcome  the  mechanical  obstacles 
arising  from  the  downward  displacement  of  the  abdo- 
minal organs.  A  few  weeks  of  rest,  dieting  and  massage 
have  been  followed  by  such  marked  gain  in  weight  and 
firmness,  that  the  child  has  been  able  to  profit  by  the 
sojourn  in  a  bracing  climate  afterwards  prescribed,  and  a 
course  of  physical  exercises  has  completed  the  recovery  of 
health  and  spirits. 

It  is,  however,  in  adult  life  that  the  troubles  arising 
from  general  enteroptosis  assume  their  most  serious 
aspect,  especially  as  in  some  cases  the  effects  are  treated 
rather  than  the  cause.  Patients  suffering  from  chronic 
ill-health,  resulting  in  a  break-down  of  the  nervous  and 
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digestive  functions,  are  treated  by  rest,  seclusion,  over- 
feeding, massage,  and  electricity  with  fairly  good  tempo- 
rary results  ;  but  at  longer  or  shorter  periods  after  their 
course  of  treatment  has  ended,  they  begin  to  lose  the 
flesh  they  have  gained — often  it  is  fat,  not  flesh,  that  has 
been  augmented — the  old  neurasthenic  troubles  reappear, 
and  it  is  extremely  difficult  to  persuade  them  to  adopt 
means  for  restoration  to  health,  apparently  so  closely 
resembling  the  treatment  to  which  they  have  already  been 
subjected  with  no  lasting  good  result. 

If  attention  had  been  paid  in  the  first  instance  to  the 
local  conditions  on  which  the  neurasthenia  depended,  the 
necessity  for  further  rest  might  have  been  obviated  ;  and 
in  those  cases  that  have  presented  the  features  of  enterop- 
tosis,  where  these  have  been  taken  into  account  and 
dealt  with  pari  passu  with  the  'rest  cure,'  the  results  have 
been  almost  always,  if  not  absolutely  and  permanently, 
good. 

The  treatment  of  enteroptosis  appears  to  be  almost 
as  important  as  that  of  hernia  ;  for  in  some  cases  the 
existence  of  visceral  displacements  may  lead  to  the  more 
dangerous  conditions  of  hydro-nephrosis,  as  in  movable 
kidney  ;  volvulus  and  intussusception  in  the  small  intes- 
tine, and  possibly  cancer  in  the  large  bowel ;  while  in 
gastroptosis  there  is  always  a  risk  of  gastrectasia.  If, 
then,  the  recognition  of  displacements  of  the  kidney, 
stomach,  and  bowels  may  not,  in  the  opinion  of  some, 
call  for  treatment  because  the  symptoms  are  not  very  con- 
spicuous in  many  instances,  there  still  remain  good 
grounds  for  attempting  the  reposition  of  downfallen 
organs,  lest  any  of  the  consequences  which  may  follow 
neglected  enteroptosis  should  supervene. 

But  in  a  fairly  large  number  of  cases  the  symptoms  of 
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enteroptosis  are  sufficiently  serious  to  induce  sufferers 
therefrom  to  seek  relief,  and  if  the  replacement  of  dis- 
placed viscera  is  followed  by  cessation  of  the  digestive, 
nervous,  and  circulatory  disturbances  concomitant  with, 
if  not  dependent  upon,  laxity  of  the  abdominal  walls  and 
loss  of  intra-abdominal  fat,  it  would  seem  to  be  right  and 
proper  to  adopt  means  for  the  replenishment  of  muscle 
and  fat  in  the  situations  where  they  are  lacking,  to  take 
measures  for  the  restoration  of  their  natural  support  to 
the  viscera,  rather  than  to  ignore  the  existence  of  enter- 
optosis altogether,  or  to  employ  surgical  operative  pro- 
cedures which  frequently  fail  to  restore  health  to  the 
sufferer,  even  when  the  organ  whose  displacement  has 
been  most  prominent  is  successfully  stitched  into  a  place 
deemed  by  the  operator  normal  and  satisfactory. 

Granting  and  acknowledging  the  fullest  measure  of 
success  which  may  follow  operative  replacement  of  an 
organ  or  viscus,  there  are  still  some  cases  in  which  the 
remedy  may  prove  worse  than  the  malady,  or  as  in  the 
case  of  multiple  enteroptosis,  where  the  stitching  up  or 
removal  of  one  organ  or  part  of  a  viscus  can  have  no  good 
influence  on  the  general  condition  of  visceral  dislocation 
from  which  the  majority  of  persons  affected  by  enter- 
optosis suffer.  The  results  of  treatment  by  non-operative 
means  are  certainly  no  less  encouraging  than  those  follow- 
ing surgical  interference;  the  risks  are  undoubtedly 
fewer,  and  in  most  instances  the  good  effects  are  equally 
permanent.  The  following  cases  of  general  enteroptosis 
are  examples  of  success  and  failure  : 

Case  i.-Mr.  B  G.,  aged  thirty-five,  consulted  me  in 

^erSf  yHSPK,n?-0f  J889  for  a  condition  of  neurasthenia, 
attributed  by  him  to  the  constipation  alternating  with 
diarrhoea  from  which  he  had  increasingly  suffered  for  five 
years.    Prior  to  1884  he  had  been  able  to  take  a  grelt 
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deal  of  outdoor  exercise,  but  since  that  time  his  occupa- 
tion had  been  sedentary,  so  that  he  was  no  longer  in  a 
position  to  combat  the  constipation,  which  existed  from 
boyhood.  Latterly  there  had  been  much  wasting,  with 
a  great  deal  of  pain  in  the  loins  and  distension  of  the 
abdomen,  in  which  he  noticed  an  alteration  of  shape. 
Sometimes  the  pain  was  so  severe  that  he  was  compelled 
to  lie  down.  For  two  months  sleeplessness  was  added  to 
his  digestive  difficulty,  and  he  always  felt  cold,  depressed, 
and  nervous.  Examination  revealed  a  markedly  pendulous 
abdomen,  with  bulging  of  both  flanks,  especially  notice- 
able on  the  right  side.    The  abdominal  wall  was  thin  and 


flabby,  so  that  the  viscera  could  be  easily  palpated.  The 
liver  dulness  did  not  rise  above  the  level  of  the  seventh 
rib  in  the  right  mammary  line.  I  could  not  make  out  the 
stomach  limits  till  after  employing  Frerich's  test,  when 
they  appeared  as  shown  in  the  diagram.  A  firm,  irregularly 
cylindrical  swelling  could  be  distinctly  felt  lying  to  the 
left  of  the  navel  (a),  and  extending  from  just  below  it  to  a 
point  3  inches  horizontally  to  its  left.  This  swelling  was 
freely  movable  upwards  to  a  point  2  inches  above  the 
navel  (b),  and  if  pushed  gently  further  up,  it  receded  into 
the.  abdominal  cavity  (probably  behind  the  stomach), 
becoming  indistinct.  There  was  dulness  on  percussion 
over  this  tumour,  while  the  rest  of  the  abdomen  was 
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resonant,  as  shown  in  the  diagram.  The  position  of  the 
mass  varied  with  the  attitude  assumed  by  the  patient,  but 
was  not  carried  far  to  the  left  when  the  trunk  rested  on 
that  side.  The  patient  was  alarmed  at  the  existence  of 
the  swelling,  which  he  had  himself  noticed  for  several 
months,  and  he  declared  that  it  altered  in  size  and  shape 
from  time  to  time,  disappearing  altogether  after  an  attack 
of  diarrhoea,  but  reappearing  at  intervals  of  three  or  four 
days. 

Both  kidneys  were  easily  palpated,  and  found  to  be 
slightly  lower  than  usual.  On  manipulation  no  pain  nor 
tenderness  was  elicited. 

Per  rectum  :  the  sigmoid  flexure  could  be  felt  in  the 
recto-vesical  pouch,  containing  a  few  rounded  scybala. 

On  washing  out  the  bowel  with  an  enema  of  warm  oil 
and  water  through  a  long  tube  these  scybala  were  passed, 
and  a  copious  pultaceous  motion  followed  on  abdominal 
massage.  The  tumour  in  the  umbilical  region  could  not 
be  felt  after  the  bowels  had  been  well  evacuated,  and  it 
did  not  reappear  during  the  first  six  weeks  of  treatment, 
in  which  the  patient  increased  in  weight  from  10  st.  2  lb. 
to  11  st.  11  lb. 

After  a  course  of  four  weeks'  rest  in  bed,  with  frequent 
abdominal  massage,  exercises  devised  for  the  improve- 
ment of  muscular  tone  were  practised  for  a  fortnight  under 
supervision,  the  flannel  roller  which  had  been  used  for 
supporting  the  hypogastric  region  being  replaced  by  a 
well-fitting  belt. 

I  have  seen  this  patient  within  the  past  twelve  months, 
and  have  been  unable  to  detect  any  signs  of  the  arching 
of  the  transverse  colon  downwards,  which  was  very 
palpable  when  he  first  came  under  observation  ten  years 
ago.  The  abdominal  walls  are  firm  and  well  covered,  the 
muscles  being  well  developed,  and  the  subcutaneous  fat 
which  was  regained  during  treatment  in  1889  has  been 
increased  ;  the  contour  in  profile  of  the  abdomen  has  com- 
pletely altered,  so  that  it  would  be  difficult  to  believe,  if 
the  facts  had  not  been  carefully  noted,  that  the  well- 
nourished,  portly  frame,  with  the  greatest  convexity  in  the 
umbilical  region,  belongs  to  the  same  individual  who  in 
1889  had  little  or  no  fat  overlying  the  muscles  of  the  trunk 
and  limbs,  but  whose  belly  was  then  hanging  loosely,  over- 
lapping the  femoral  region,  with  a  scaphoid  epigastrium 
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and  bulging  hypogastric  and  iliac  regions.  For  the  past 
ten  years  attention  has  been  given  to  the  maintenance  of 
muscular  vigour  by  gymnastic  exercises  and  regular  prac- 
tice of  golf  and  other  outdoor  pursuits.  Occasionally 
constipation  has  threatened,  but  this  has  never  been  per- 
mitted to  continue,  and  appears  to  have  served  as  an 
incentive  to  persevere  with  the  athletics,  which,  though 
entailing  a  certain  sacrifice  of  time,  have  enabled  the 
patient  to  pursue  his  sedentary  avocations  without  the 
frequent  interference  previous  ill-health  involved. 

Case  2.— Towards  the  end  of  1889  a  lady,  aged  fifty-five, 
consulted  me  for  the  relief  of  obstinate  constipation, 
associated  with  the  formation  of  what  proved  to  be  scybala 
in  the  transverse  and  descending  colon  and  sigmoid  flexure. 
For  thirty-two  years,  after  an  accident  in  which  she 
injured  the  back,  her  health  had  never  been  good,  frequent 
attacks  of  headache  (frontal  and  occipital),  with  anorexia, 
obstipation,  and  flatulent  dyspepsia,  rendering  her  life 
more  or  less  that  of  an  invalid.  Medicine  of  any  kind 
always  made  her  worse,  and  aperients  especially  seemed 
only  to  add  to  her  discomfort.  Great  mental  vigour  and 
energy  prevented  any  tendency  to  morbidity,  but  latterly 
the  abdominal  discomfort  had  interfered  with  sleep,  and 
threatened  interference  with  the  activity  of  mind  which 
she  exercised  in  a  marked  degree  in  many  directions 
which  interested  her. 

The  clothed  weight  was  only  7  st.  5  lb-  The  muscular 
system  throughout  was  very  flabby,  the  skin  was  thin, 
much  wrinkled,  and  there  was  practically  no  subcutaneous 
fat  on  the  limbs  or  trunk.  Examination  of  the  thin-walled 
pendulous  abdomen  revealed  general  enteroptosis,  with 
movable  kidneys  on  both  sides,  the  stomach  occupying  the 
umbilical  region,  the  transverse  colon  arching  downwards 
into  the  hypogastrium,  nodular  swellings  being  visible 
and  palpable  in  the  situations  indicated  m  the  diagram. 
Examination  per  rectum  led  to  the  detection  of  a  large 
hard  mass  in  Douglas's  pouch,  which  proved  to  be  a  faecal 
accumulation  in  the  omega  loop,  the  rectum  itself  being 
empty  and  dilated.  The  bowel  was  washed  out  and  the 
scybala  removed,  a  long  tube  being  passed  well  into  the 
sigmoid  flexure.  Abdominal  massage  was  administered 
twice  daily,  and  rest  on  a  couch  for  some  hours  daily  was  ■ 
enjoined.    In  a  month  the  patient's  condition  improved 
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in  so  far  that  she  gained  nearly  6  lb.  in  weight,  and 
obtained  daily  relief  from  the  bowel  without  medicines, 
but  the  abdomen  still  remaining  flabby  and  pendulous,  a 
belt  was  ordered,  and  until  the  early  spring  of  1891  there 
was  no  need  for  any  aperient,  save  on  three  occasions, 
when  small  doses  of  castor  oil  sufficed  to  remove  the 
obstruction  occurring.  But  the  abdominal  wall  was 
flaccid,  there  was  no  improvement  in  muscularity,  and 
the  enteroptosis  persisted,  though  the  unclothed  weight 
had  further  increased  to  8  st.  11  lb.  The  patient  in 
March  and  April  underwent  a  thorough  course  of  rest, 
massage,  and  exercises,  with  the  result  that  in  six  weeks 


the  weight  rose  to  9  st.  ii|  lb.,  thus  greatly  improving 
in  general  nutrition,  and  particularly  in  the  restitution  of 
the  intra-abdominal  fat  or  packing  material,  which  had 
previously  been  wanting.  The  shape  of  the  abdomen  was 
quite  altered,  no  longer  assuming  that  of  a  pear,  as  seen 
in  profile,  and  on  examination  at  the  end  of  the  course  the 
viscera  were  found  occupying  a  higher  level  than  before, 
while  the  kidneys  did  not  descend  so  low  as  depicted  in 
the  diagram,  when  a  forced  inspiration  was  taken.  From 
time  to  time,  until  the  year  1895, 1  saw  this  lady,  who  had 
rare  attacks  of  constipation,  or,  rather,  of  a  sensation  that 
'  something  was  left  behind,'  and  on  each  occasion  exam- 
ination proved  that  there  was  some  retention  of  fasces  in 
the  sigmoid  flexure,  which  yielded  to  a  small  enema, 
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passed  high  up  by  means  of  a  tube  carefully  guided  into 
the  omega  loop. 

So  far  as  I  am  aware,  there  has  been  no  relapse  into  the 
state  of  discomfort,  well-nigh  intolerable,  in  which  this 
patient  had  existed  for  some  years  prior  to  1889  ;  but  I 
have  not  had  any  opportunity  in  the  last  four  years  of 
personally  verifying  her  condition. 

Case  3. — The  worst  case  of  general  enteroptosis  I  have 
ever  seen  came  under  my  observation  in  1892,  when 
towards  the  end  of  that  year  a  lady  was  sent  to  me  for 
treatment  by  one  of  the  leaders  of  medical  opinion  and 
practice  in  this  country.1 

She  had  suffered  for  many  years  from  pain  and  drag- 
ging sensations  in  the  back,  right  hypochondrium,  and 
loins ;  prsecordial  distress,  tachycardia,  and  inability  to 
take  a  deep  inspiration  ;  nausea,  vomiting,  eructations, 
and  the  frequent  passage  of  considerable  quantities  of 
bright  yellow  fluid  which  scalded  on  passing  per  rectum. 
She  had  gone  through  '  every  form  of  treatment,  including 
removal  of  both  ovaries,  as  her  local  uterine  symptoms 
had  been  very  urgent.  Carlsbad  and  other  spas  had  been 
visited  ;  enforced  feeding,  with  seclusion,  and  many  drugs 
had  been  tried,  but  all  with  no  good  effect.' 

When  I  saw  her  the  complexion  was  atrabilious,  every 
kind  of  dyspeptic  discomfort  was  complained  of;  there 
was  no  small  degree  of  emaciation,  the  hip  bones  standing 
out  high  above  the  level  of  the  abdominal  wall,  which  in 
the  recumbent  position  seemed  literally  to  rest  on  the 
spinal  column,  the  pulsation  of  the  abdominal  vessels 
being  plainly  visible  through  the  very  thin  belly  integu- 
ments. The  liver  was  prolapsed,  the  right  kidney 
wandering  into  the  right  iliac  region  ;  the  stomach  was 
apparently  just  underneath  the  navel,  and  in  the  erect 
posture  all  the  movable  contents  of  the  abdomen  seemed 
to  pass  into  the  hypogastrium  and  pelvis.  There  was  a 
small  hernia  to  the  right  of  the  scar  left  by  abdominal 
section. 

The  surgeon  who  had  removed  the  ovaries  was  good 
enough  to  inform  me  of  the  existence  of  an  adhesion  of  a 

1  I  do  not  here  mention  the  names  of  those  who  sought  to  render 
assistance  medically  and  surgically  in  the  case,  as  their  efforts  proved 
unavailing,  and  I  have  not  bought  permission  to  place  them  on  record. 
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portion  of  the  small  intestine  to  the  bottom  of  Douglas's 
pouch,  which  seemed  for  some  time  past  to  be  stretching. 
He  had  found  on  several  occasions  that  the  uneasiness 
was  due  to  lumps  in  the  bowel  just  above  the  adhesion 
evidently  still  existing,  and  that  by  pressing  these  lumps 
gently  till  they  broke  down  and  disappeared  the  trouble 
was  relieved.  Acting  on  his  suggestion,  I  caused  the 
patient  to  assume  the  knee-elbow  position  from  time  to 
time  during  the  treatment  by  rest,  diet,  and  massage. 

An  attempt  was  made  to  keep  the  viscera  in  place  by 
padding  and  bandaging  the  abdomen  ;  but  this  proved  to 
be  intolerable  to  the  patient.  Moreover,  there  was  no 
advantage  in  seeking  to  support  the  hypogastric  and  iliac 
regions,  for  these  were  scaphoid  in  shape,  and  pressure 
could  not  be  exercised  without  the  risk  of  bruising  the 
abdominal  viscera  and  vessels.  The  patient,  who  weighed 
5  st.  11  lb.  on  admission,  after  seven  weeks'  rest  and  such 
feeding  as  the  intractable  recurrence  of  almost  every 
symptom  of  disordered  digestion  would  permit,  weighed 
only  6  st.  i£  lb.,  and  so  far  as  the  attempt  to  relieve  her 
condition  by  the  means  at  my  disposal  went,  treatment 
was  a  most  disastrous  failure. 

I  note  this  case  here  as  a  deplorable  example  of  the 
condition  to  which,  as  I  believe,  enteroptosis  resulting 
from,  or,  it  may  possibly  be,  leading  to  emaciation,  can 
reduce  a  sufferer  therefrom.  For  my  own  part,  I  am  dis- 
posed to  regard  all  the  hepatic  troubles,  the  tachycardia, 
mal-assimilation,  and  ultimately  the  uterine  disorder,  as 
probably  consequent  on  enteroptosis,  if  that  condition, 
which  certainly  existed  to  a  very  marked  degree,  was 
present  before  the  pelvic  organs  were  dealt  with  ;  but  I 
have  had  no  opportunity  of  judging  what  relationship  may 
exist  between  enteroptosis  and  oophorectomy  before 
operation.  After  the  removal  of  the  -appendages  I  have 
seen  several  cases  of  enteroptosis,  and,  with  the  exception 
of  the  example  quoted  above,  they  have  all  done  excel- 
lently well  under  treatment  devised  for  the  improvement 
of  the  packing  material  and  muscular  walls  of  the  abdo- 
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men  essential  to  the  proper  support  of  the  viscera  in 
persons  who  seem  to  be  provided  with  suspensory  liga- 
ments or  mesenteries  of  undue  length.  The  following 
case  illustrates  well  the  necessity  and  value  of  such  treat- 
ment, when,  after  operation  for  the  removal  of  organs 
which  by  their  absence  from  their  normal  situation  make 
room  for  the  prolapse  of  the  more  mobile  abdominal 
contents,  evidence  is  afforded  of  enteroptosis  with  disturb- 
ances of  digestion,  assimilation,  and  general  nutrition  that 
cannot  be  gainsaid,  and  assuredly  should  not  be  dis- 
regarded. 

Case  4. — Miss  ,  aged  thirty-seven,  came  under  my 

care  in  January,  1894,  complaining  of  severe  migraine, 
dyspepsia,  and  insomnia,  with  loss  of  strength  and  flesh. 
All  her  life  she  had  been  subject  to  headaches,  but  these 
had  become  more  frequent  and  severe  since  an  operation 
for  the  removal  of  the  ovaries  for  cystic  disease  two  years 
previously.  Acidity,  heartburn,  epigastric  pain,  nausea 
after  meals  and  constipation,  with  a  sensation  of  incom- 
plete relief  from  the  bowels  after  aperients,  were  con- 
stantly present,  and  for  nearly  eighteen  months  the 
temporal  headaches  with  violent  vomiting  had  occurred 
every  few  days,  with  rare  exceptions  of.  a  week's  freedom 
from  an  attack  of  migraine.  Over  a  stone  in  weight  had 
been  lost  in  the  past  year,  and  the  patient  could  no  longer 
take  an  active  part  in  life,  which  had  been  full  of  duties 
and  interests,  without  inducing  a  sick  headache  lasting  at 
least  twenty-four  hours.  Much  local  suffering  had  been 
relieved  by  the  operation,  but  the  general  health  and  con- 
dition was  worse,  especially  in  reference  to  digestion,  and 
for  some  months  severe  dragging  pain  in  the  dorsal  region 
of  the  spine  and  in  the  left  hypochondrium  had  rendered 
existence  quite  as  painful  as  before. 

Naturally  of  a  buoyant,  energetic  disposition,  this 
patient  had  become  incapable  of  any  mental  or  physical 
effort  without  over-fatigue  and  prostration,  culminating  in 
a  sick  headache  of  more  than  usual  severity. 

Physical  examination  showed  that  there  was  general 
mal-nutrition,  the  abdomen  was  scaphoid  in  the  erect  as 
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well  as  in  the  recumbent  attitude.  All  the  abdominal 
organs  appeared  to  be  on  a  lower  level  than  normal ;  the 
small  intestines  had  sunk  into  the  pelvis,  leaving  few  coils 
palpable  in  the  hypogastric  region,  the  transverse  colon 
was  arched  three  ringers'  breadth  below  the  level  of  the 
navel ;  marked  gastroptosis,  with  some  gastrectasia,  and 
both  kidneys  freely  palpable  in  the  situations  shown  on 
the  diagram,  made  a  very  complete  picture  of  enteroptosis, 
while  per  rectum  the  coils  of  intestine  could  be  plainly  felt 
in  the  true  pelvis. 

The  patient  was  a  tall,  large-framed  person,  with  a 
pained  expression  of  countenance,  and  a  sallow,  muddy 


complexion.  The  tongue,  large  and  flabby,  with  very 
prominent  papillae,  was  thickly  coated.  Pressure  on  the 
abdomen  about  the  umbilical  region  over  the  stomach 
produced  vomiting.  The  right  kidney,  more  freely 
movable  than  the  left,  was  slightly  tender,  but  not 
enlarged.    Unclothed  the  weight  was  9  st.  5  lb. 

The  pulse  was  small,  feeble — seventy-six  in  the  recum- 
bent, and  ninety-six  in  the  erect  posture.  This  increase 
in  the  pulse  rate  on  exertion  continued  for  the  first  three 
weeks  of  treatment,  which  consisted  of  repose  in  bed, 
careful  dieting,  tilting  of  the  hips  for  short  periods  twice 
or  thrice  daily,  massage  of  the  abdomen  particularly,  and, 
after  five  weeks,  exercises  for  the  improvement  of  the 
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abdominal  muscles.  In  six  weeks  the  weight  rose  to 
10  St.,  and  the  abdomen  was  less  scaphoid  ;  the  muscular 
system  generally  was  firmer,  and  altogether  there  was  a 
marked  improvement  in  the  conditions.  No  headache 
nor  vomiting  occurred  during  the  last  four  weeks,  and  the 
pulse  never  exceeded  eighty-four  beats  per  minute.  In 
June,  1895,  the  report  was  only  three  bad  headaches 
since  treatment. 

In  December,  no  headaches  since  June.  In  April,  1896, 
there  had  been  some  headache,  but  not  megrim,  and  no 
discomfort  about  the  back  or  stomach. 

In  February,  1897,  three  years  after  the  first  course  of 
treatment,  I  saw  this  lady  again,  and  she  then  complained 
of  over-fatigue,  slight  headache,  heartburn,  slight  epigas- 
tric pain,  with  a  tendency  to  vomit  after  meals.  Other- 
wise she  felt  better  than  she  had  ever  done  before  under 
the  circumstances  of  nursing  an  invalid  relation  for  four 
months,  and  after  a  fortnight's  rest  and  treatment  she 
felt  quite  well.  Since  January,  1894,  the  weight  had  fallen 
to  9  st.  10  lb. 

At  the  end  of  1897  there  had  been  three  bad  headaches 
quite  recently,  and  although  there  was  no  apparent  loss  of 
weight,  the  gastroptosis  was  again  present,  and  treatment 
as  in  1894  was  pursued  for  a  month,  the  weight  rising  to 
lost,  i^lb.,  the  general  condition  greatly  improving,  so 
that  from  the  first  month  of  1898  to  the  time  of  writing, 
nearly  eighteen  months,  this  lady,  although  she  has 
passed  through  very  trying  circumstances,  and  has 
sustained  severe  bereavement,  has  not  been  troubled  by 
the  digestive  difficulties  which,  while  she  suffered  from 
marked  enteroptosis,  added  much  to  the  disabilities  under 
which  she  has  lived  a  very  useful  and  unselfish  life. 

Case  5.— Mr.  G.  H.,  aged  thirty,  in  June,  1897,  com- 
plained of  acute  pain  in  the  left  hypochondrium  with 
epigastric  oppression,  distension  of  the  whole  abdomen 
without  any  power  of  eructation.  Pain  in  the  back, 
especially  after  taking  food,  nausea  and  a  sense  of  heavi- 
ness and  dragging  on  the  right  side  when  standing  for 
a  short  time.  Constipation  very  difficult  to  overcome 
without  strong  purgatives,  which  made  him  feel  too  ill  to 
attend  to  his  business  as  a  land  surveyor.  Insomnia  in 
the  early  part  of  the  night  was  always  troublesome  unless 
he  abstained  from  food  in  the  evening.  The  sleeplessness 
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was  attributed  to  the  eructations,  which  were  frequent  and 
easy  when  he  laid  down,  but  impossible  in  any  other 
attitude.  The  dragging  in  the  right  side  and  back  ceased 
shortly  after  going  to  bed,  and,  in  fact,  the  only  time  he 
felt  free  from  acute  discomfort  was  at  night  or  when 
recumbent.  Physical  examination  of  the  abdomen  showed 
that  the  stomach  and  colon  were  both  much  below  their 
usual  situations,  and  that  the  right  kidney  was  freely 
movable  in  the  recumbent  position  ;  while  when  the 
patient  was  placed  in  the  semi-erect  posture  on  my 
pivoted  couch,  the  right  kidney  could  be  felt  in  the  right 
iliac  fossa.  Per  rectum  the  recto-vesical  pouch  was 
found  to  contain  scybala  impinging  against  the  anterior 
rectal  wall  and  probably  encroaching  on  the  bladder  also  ; 
for  the  patient  complained  of  frequent  micturition  which 
troubled  him  greatly  during  the  day.  The  clothed  weight 
was  only  9  st.  5  lb.,  the  height  5  ft.  8J  in. 

The  shape  of  the  abdomen  was  very  curious,  and 
although  the  belly  was  pendulous,  yet  it  stood  out  almost 
as  if  the  patient  was  the  subject  of  a  large  abdominal 
tumour,  the  flanks,  umbilical  and  hypogastric  region  being 
greatly  distended. 

No  mention  of  any  displacement  was  made  to  the 
patient,  but  treatment  was  prescribed  similar  to  that  of 
the  preceding  case. 

It  was  carried  out  for  a  fortnight  only,  when,  as  almost 
all  the  discomforts  complained  of  had  ceased,  the  patient 
was  anxious  to  resume  his  active  occupation.  With  an 
abdominal  belt  and  pad  the  abdomen  was  well  supported, 
and  for  five  weeks  the  recumbent  attitude  was  assumed 
every  afternoon  at  5  p.m.  and  maintained  till  8  a.m.  on 
the  following  day,  Saturday  afternoons  and  the  whole  of 
the  Sundays  being  also  devoted  to  rest. 

The  weight  meanwhile  gradually  rose  to  10  st.  2  lb., 
and  after  pursuing  his  avocation  without  any  restriction 
for  three  months,  this  patient  ceased  to  feel  any  difficulty 
in  digesting,  assimilating,  or  eliminating.  All  the  func- 
tions were  performed  unconsciously,  and  the  only  sensa- 
tion remaining  was  occasional  dragging  weight  in  the 
right  side,  the  abdomen  assuming  a  normal  shape  and 
size. 

This  condition  of  affairs  still  persists,  in  spite  of  the 
knowledge  that  he  had  suffered  from  enteroptosis,  which 
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he  gained  when,  having  stated  that  during  the  time  of 
suffering  he  felt  as  if  his  inside  was  falling  out,  I  informed 
him  of  my  opinion  as  to  the  nature  of  his  case,  and 
warned  him  not  to  starve  himself,  as  he  had  previously 
done. 

For  some  years  before  this  patient  came  under  my 
care  he  had  steadily  lost  weight,  and  had  fostered  mal- 
assimilation  by  going  some  hours  without  food,  often 
taking  nothing  from  breakfast-time  in  the  morning,  save 
a  biscuit  or  two,  till  late  in  the  evening.  I  believe  that 
this  was  a  case  of  loss  of  abdominal  fat,  with  consequent 
falling  of  the  organs  downwards,  when  the  packing 
material  and  the  abdominal  walls  both  wasted  from 
insufficient  food  under  conditions  of  bodily  fatigue. 

Now,  with  proper  meals,  and  a  good  support,  the  out- 
door occupation  keeps  this  patient  in  good  health,  due 
regard  being  paid  to  the  necessity  for  rest  before  and 
after  taking  food.  The  only  difficulty  which  sometimes 
recurs  is  a  tendency  to  constipation,  overcome  by  the 
occasional  use  of  a  glycerine  suppository. 

Case  6. — In  February,  1898,  I  was  asked  by  Dr.  George 
Ogilvie  to  see  a  lady  in  whom  a  condition  of  intermittent 
hydronephrosis,  caused  by  a  movable  kidney  on  the  left 
side,  had  been  diagnosed  by  several  able  physicians,  and 
as  the  history  of  the  case  has  already  been  published  in 
the  Transactions  of  the  West  London  Medico-Chirurgical 
Society,1  I  cannot  do  better  than  quote  the  remarks  of 
Dr.  Ogilvie  : 

'  In  1878  the  patient  received  a  kick  from  a  horse  in 
the  centre  of  the  abdomen,  and,  as  might  be  expected, 
the  symptoms  were  severe,  and  convalescence  was  long 
and  protracted.  Digestion  was  seriously  impaired,  and 
emaciation  the  natural  result.  About  a  year  after  the 
accident,  discomfort,  pain,  and  swelling  were  experienced 
on  the  right  side,  accompanied  by  nausea,  vomiting,  and 
all  the  other  symptoms  of  intestinal  obstruction. 

'  On  the  administration  of  morphia  and  injections  of 
olive  oil,  the  more  acute  symptoms  subsided.  After  some 
time  the  patient  appeared  to  progress,  but  on  any  exertion 
or  shaking  from  driving,  etc.,  the  same  symptoms 
appeared  on  the  left  side,  instead  of  on  the  right  as 
formerly. 

1  West  Lotido7i  Medical  Journal,  vol.  iii.,  No.  3,  p.  235. 
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'These  attacks  continued  more  or  less  severely  for 
years  with  occasional  intervals  of  fair  health.  Gradually 
it  became  apparent  that  the  left  kidney  had  become  dis- 
placed, and  during  an  acute  attack  a  large  and  fluctuating 
swelling  could  be  both  seen  and  felt,  extending  from  the 
lower  ribs  on  the  left  side  downwards,  forwards,  and 
inwards  to  the  middle  line. 

'  Relief  only  could  be  obtained  by  the  remedies  employed 
on  former  occasions,  viz.,  morphia  injections  and  enemata 
of  olive  oil.  About  four  years  ago  (1894)  the  patient 
became  acutely  ill  while  abroad,  and  I  was  summoned, 
managing  with  difficulty  to  bring  her  home.  Rest  and 
careful  nursing  brought  about  some  change  for  the  better, 


but  the  delicate  state  of  health  still  continued.  The 
inability  to  take  food  in  sufficient  quantities  became  more 
marked  about  a  year  ago,  the  emaciation  increased,  and 
the  kidney  attacks  became  more  frequent.  It  then 
became  necessary  to  consider  whether  surgical  interference 
should  not  be  employed.' 

At  this  juncture  Dr.  George  Ogilvie  invited  me  to  see 
the  patient,  in  order  to  confer  with  him  as  to  the  possi- 
bility of  treating  the  case  by  the  means  advocated  and 
successfully  carried  out  in  other  similar  conditions,  as 
recorded  in  a  paper  read  by  me  before  the  Medical  Society 
of  London  (vide  p.  53). 
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On  examination  I  was  able  to  verify  the  former  diag- 
nosis as  to  the  condition  of  the  left  kidney,  at  the  same 
time  drawing  attention  to  the  displacement  downwards 
of  the  stomach,  intestines,  and  right  kidney. 

The  left  kidney  occupied  the  position  indicated  in  the 
diagram,  and  apparently  had  slipped  between  the  splenic 
flexure  of  the  colon  and  the  anterior  wall  of  the  abdomen, 
pushing  aside  the  coils  of  small  intestine  usually  found  in 
the  left  lumbar  region.  The  swelling  was  firm,  unyield- 
ing, and  very  little  movable  by  the  gentle  manipulation  it 
was  thought  desirable  to  employ  while  the  patient  was  in 
the  dorsi-recumbent  posture,  neither  was  there  any  pal- 
pable alteration  in  its  position  when  the  patient  rested  on 
either  side  ;  but  on  the  assumption  of  the  erect  posture 
the  whole  contents  of  the  abdomen,  including  the  tumour 
in  the  left  lumbar  and  umbilical  regions,  fell  downwards, 
causing  marked  protrusion  of  the  hypogastric,  with  con- 
cavity in  the  epigastric  and  upper  part  of  the  umbilical 
regions.  No  mobility  relative  to  the  surrounding  struc- 
tures was  detected  in  the  swelling,  and  in  consultation 
with  Drs.  George  and  Leslie  Ogilvie,  we  were  all  agreed 
that  adhesions  had  probably  formed  which  would  pre- 
clude the  replacement  of  the  kidney  in  its  normal  posi- 
tion. 

It  was,  however,  decided  to  make  a  very  gentle  attempt 
to  achieve  this  by  manipulation.  While  the  patient  was 
tilted  up  in  a  position  almost  amounting  to  inversion,  and 
while  she  was  so  maintained  and  supported  by  my  col- 
leagues, the  hips  being  raised  to  a  level  high  above  the 
shoulders,  which  rested  on  the  couch,  I  endeavoured  to 
guide  the  kidney  upwards  and  backwards  into  the  left 
hypochondrium.  Strictly  speaking,  in  the  position  occu- 
pied by  the  patient  during  the  very  brief  period  in  which 
the  manipulations  sufficed  to  restore  the  left  kidney  to  its 
proper  place,  the  displaced  organ  was  pushed,  or,  rather, 
coaxed  downwards  ;  for  the  object  of  tilting  the  buttocks 
both  while  replacing  a  dislocated  kidney  and  during 
subsequent  treatment  is  to  enlist  the  force  of  gravity  in 
favour  of  obtaining  and  maintaining  restitution  of  the 
wandering  organ  to  its  normal  situation. 

This  was  happily  effected,  and  in  a  modified  degree  the 
inclination  of  the  trunk,  with  the  hips  high  and  the 
shoulders  on  a  lower  plane,  was  faithfully  observed  by  the 
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patient  for  nearly  eight  weeks.  Careful  diet,  abdominal 
and  general  massage,  were  thoroughly  carried  out,  with 
the  consequence  that  the  distressing  symptoms  gradually 
disappeared.  At  the  same  time  a  marked  increase  m  fat 
and  weight  continued  steadily,  till  the  patient  had  put  on 
28  lb.  She  was  then  able  to  walk  fairly  well,  and  her 
ability  to  take  open-air  exercise,  to  drive  and  walk  out, 
has  steadily  improved  during  the  past  twelve  months  or 
more  since  I  first  saw  her.  The  signs  of  general  enter- 
optosis  have  disappeared  ;  there  has  been  no  return  of  the 
symptoms  of  hydronephrosis  nor  of  any  abdominal  dis- 
comfort, save  at  rare  intervals  difficulty  in  obtaining  satis- 
factory relief  from  the  bowel  has  troubled  the  patient, 
giving  rise  to  obscure  pain,  and  the  peculiar  sensation  of 
something  remaining  behind  characteristic  of  inefficient 
evacuation  of  the  sigmoid  flexure. 

Examination  per  rectum  revealed  the  existence  of  a 
firmly  fixed  uterus,  with  the  cervix  encroaching  on  the 
calibre  of  the  rectum  and  straitening  its  upper  portion,  so 
that  any  retention  in  the  omega  loop  leads  to  obstipation 
by  reason  of  the  extreme  anteversion,  the  fundus  uteri 
being  firmly  bound  down  by  adhesions. 

This  displacement  of  the  womb,  as  is  well  known, 
frequently  gives  rise  to  very  great  discomfort,  more 
especially  at  the  time  of  the  menstrual  period,  and  imme- 
diately before  and  after.  The  natural  congestion  of  the 
pelvic  viscera  just  before  the  onset  of  the  catamenia  lends 
itself  to  constipation.  Fgecal  matter,  which,  when  dis- 
charged rhythmically  and  regularly  is  of  a  consistence 
easily  adapting  itself  to  the  constriction  of  the  rectum 
caused  by  the  impingement  of  the  os  uteri  against  the 
bowel  wall,  under  the  conditions  of  undue  retention 
becomes  inspissated,  assumes  a  greater  bulk,  and  either 
forms  into  larger  or  smaller  globular  and  facetted  masses, 
or  moulds  itself  in  the  distended  colon  in  such  a  fashion 
as  to  render  it  impossible  of  discharge  by  the  normal 
peristaltic  action  of  the  bowel. 

Dysperistalsis  is  set  up,  and  more  or  less  acute 
symptoms  of  obstruction  ensue.  In  these  cases  great 
distress  and  anxiety  sometimes  arise,  and  the  patient  may 
attempt  to  overcome  the  obstipation  by  recourse  to 
strong  aperients.  Their  use,  or,  as  I  would  rather  say, 
abuse,  under  these  circumstances,  is  to  be  strongly  depre- 
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cated  ;  for  I  have  never  found  any  great  difficulty  in  pro- 
curing free  evacuation  of  the  distended  colon  by  the 
passage  of  a  long  tube  past  the  strait  and  into  the 
sigmoid,  through  which  a  gentle  stream  of  warm  water 
or  oil  can  be  injected.  A  small  quantity  suffices  to  soften 
the  scybala,  and  the  bowel  can  be  thoroughly  washed 
out. 

In  this  case  the  patient  herself  has  learned  to  irrigate 
the  sigmoid  flexure,  and  when  necessary  is  able  by  these 
means  to  empty  the  bowel  above  the  constriction. 

Since  February,  1898,  I  have  had  several  cases  of 
general  enteroptosis  under  treatment  and  observation, 
but  sufficient  time  has  not  elapsed  to  enable  me  to  record 
permanent  results.  The  task  of  overcoming  the  laxity  of 
abdominal  walls  and  loss  of  support  to  the  viscera  result- 
ing from  a  combination  of  muscular  atony  and  decrease 
of  intra-abdominal  fat,  which  I  believe  to  be  the  cause  of 
enteroptosis,  varies  considerably  with  the  degree  of 
relaxation  and  the  rapidity  with  which  the  individual 
responds  to  the  influences  brought  to  bear  on  the  condi- 
tion. It  must  be  remembered  that  in  many  cases  local 
pain  and  uneasiness,  disturbance  of  the  gastro-intestinal 
functions,  and  consequent  or  concomitant  impaired 
nutrition,  are  not  the  only  difficulties  to  be  surmounted. 

Long-continued  suffering  is  often  attended  by  neuras- 
thenic symptoms,  among  which  extreme  irritability,  hope- 
lessness, and  intolerance  of  any  restraint  or  regularity  are 
some  of  many  awkward  mental  and  moral  obstacles  to 
the  physical  betterment  it  is  desirable  to  bring  about. 
These  conditions  are  often  fostered  by  injudicious  friends, 
medical  as  well  as  laymen,  who,  without  careful  con- 
sideration and  patient  investigation,  set  down  to  moral 
obliquity  and  morbid  petulance  aches  and  pains,  strange 
sensations  and  obscure  functional  irregularities  which  are 
without  doubt  due  to  real  and  physical  causes. 
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In  the  majority  of  cases  in  which  interference  with 
normal  digestive  functions  is  associated  very  closely  with 
displacement  of  the  abdominal  viscera,  the  bodily  weight 
and  general  physique  are  below  the  average,  muscular 
nabbiness  and  loss  of  fat  occurring  throughout  the  trunk 
and  limbs,  as  well  as  in  the  abdominal  region.  This 
wasted  condition  is  also  shared  by  the  nervous  system, 
and  especially  may  be  recognised  in  the  higher  centres. 
Even  in  cases  where  emaciation  would  be  too  strong  a 
term  to  denote  the  general  aspect,  there  is  sufficient 
evidence  of  a  cause  for  neurasthenia  in  the  laxity  of  the 
abdominal  parietes,  the  loss  of  support  to  the  splanchnic 
vascular  area  accorded  under  healthy  conditions  alone 
affording  a  valid  reason  for  the  disturbance  of  cerebral 
circulation,  with  resulting  deterioration  of  nutrition, 
premature  nervous  exhaustion,  and,  following  in  its  wake, 
the  long  train  of  phenomena  which  are  too  often  con- 
temptuously dubbed  'nervous,'  'hysterical,'  or  'imaginary' 
by  persons  who,  themselves  being  endowed  with  robust 
constitutions  and  stable  nutrition,  cannot  bring  their 
powers  of  observation  to  bear  on  the  investigation  of 
subjective  sensations  requiring  a  little  care,  time,  and 
trouble  in  order  to  disclose  objective  signs  not  immedi- 
ately obvious. 

In  cases  associated  with  obesity,  to  which  reference  has 
already  been  made,  it  is  well  to  begin  by  supporting  the 
pendulous  abdomen  by  means  of  a  well-fitting  belt  for 
temporary  use,  in  order  that  exercises  of  the  trunk  devised 
to  improve  the  tone  of  the  abdominal  muscles  may  be 
initiated  early,  without  risk  of  increasing  the  tendency  to 
enteroptosis. 

It  is  important  in  every  case,  and  especially  in  these,  to 
guard  against  the  contraction  of  the  abdominal  muscles 
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being  practised  in  such  a  fashion  that  pressure  on  the 
viscera  will  be  exercised  in  a  downward  direction.  A 
little  care  will  enable  the  patient  to  acquire  the  habit  of 
contracting  the  muscles  from  below  upwards  in  the 
exercise  of  raising  the  trunk  from  the  recumbent  to  the 
sitting  posture,  one  of  the  most  useful  of  the  movements 
for  restoring  tone  to  the  '  recti-abdominis.' 

It  is  also  necessary  to  check  the  propensity  to  fix  the 
diaphragm  which  all  persons  display  when  called  on  to 
perform  any  resisted  movements  ;  indeed,  the  greatest 
watchfulness  will  be  required  to  prevent  this  involuntary 
'  effort '  to  overcome  the  gentlest  opposition  on  the  part 
of  the  attendant  when  '  resisted  exercises  '  are  practised. 


CHAPTER  IV. 


PROLAPSE  OF  THE  SIGMOID  FLEXURE. 

The  frequency  with  which  examination  of  the  adult 
rectum  discloses  more  or  less  impaction  of  faces,  or, 
at  any  rate,  copro-stasis  in  the  sigmoid  flexure  when 
palpated  through  the  anterior  rectal  wall,  has  led  me  to 
include  within  limits  to  which  it  may  not  strictly  belong 
some  reference  to  cases  of  difficult  digestion  due  to  a 
particular  form  of  constipation,  depending,  as  I  believe, 
on  the  anatomical  relations  of  what  modern  anatomists 
describe  as  the  omega  loop  (Treves1)  or  pelvic  colon 
(Jonnesco2),  often,  but  not  always,  associated  with  an 
invagination  of  the  more  mobile  portion  of  the  loop  into 
its  last  fixed  segment,  at  times  protruding  into  the  rectum, 
where  it  forms  a  nipple-shaped  prolapse,  somewhat  re- 
sembling the  projection  of  the  cervix  uteri  into  the 
vagina. 

Since  some  of  these  cases  have  been  set  down  in  my 
older  case-books  as  examples  of  prolapse  of  the  sigmoid 
flexure  into  the  pelvis,  before  my  reading  of  later  text- 
books had  revealed  the  displacement  of  the  sigmoid 
flexure  from  its  ancient  seat  in  the  iliac  and  hypogastric 
regions  of  the  abdomen  to  the  lowlier  place  "it  is  now 

LeVtu^^st  P.y6xf.the  IntCStinal  Canal       Perit0nCUm  ">  Hunteri- 
2  '  Hernies  internes  retroperitoneales,'  1890. 
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more  accurately  said  to  assume  normally  in  the  true 
pelvis,  it  may  be  that  some  of  my  readers  who  are  of  the 
modern  school  will  excuse  a  quotation  from  a  text-book 
for  the  sake  of  clearing  up  what  was  a  difficulty  to  me, 
and  may  still  be  to  others,  who,  like  myself,  learned  their 
anatomy  before  the  following  views  on  the  topography  of 
the  lower  bowel  were  propounded  and  accepted. 

'  The  segment  of  gut  termed  the  sigmoid  flexure,  and 
the  so-called  first  part  of  the  rectum,  form  together  a 
single  loop  that  cannot  be  divided  into  parts.  This  loop 
begins  where  the  descending  colon  ends,  viz.,  in  the  left 
iliac  fossa,  and  ends  at  the  commencement  of  the  so-called 
second  piece  of  the  rectum — at  the  spot  where  the  meso- 
rectum  ceases,  opposite  about  the  third  piece  of  the 
sacrum  in  the  median  line.  The  loop,  when  unfolded, 
describes  a  figure  that  may  be  compared  to  the  capital 
omega.  The  average  length  of  this  sigmoid  or  omega 
loop  is  17J  inches.  The  normal  position  of  the  loop  is 
not  in  the  left  iliac  fossa,  but  wholly  in  the  pelvis n 
(Treves). 

Those  who  may  wish  to  learn  more  upon  the  subject 
will  find  ample  information  thereon  in  the  works  of 
Treves  and  Jonnesco,  already  mentioned,  and  in  Bobier's 
work  on  volvulus  of  the  sigmoid,2  in  which  the  normal 
anatomy  and  deviations  of  the  sigmoid  flexure  are  dis- 
cussed in  detail.  Kelly,  in  his  magnificent  work,  illustrates 
what  he  believes  to  be  the  more  common  deviations,  but 
does  not  refer  to  the  normal  pelvic  position  of  the  sigmoid 
flexure,3  though  he  writes:  'A  loaded  upper  rectum 
crowds  out  behind  both  broad  ligaments,  filling  the  pelvis 
with  faecal  masses.' 

1  'A  Treatise  on  Anatomy,'  edited  by  H.  Morris,  1893,  p.  1009. 

2  '  Le  Volvulus  de  l'Anse  Omega,'  par  Paul  Bobier.    Pans,  1896. 

3  '  Operative  Gynaecology,'  Kelly,  1898,  vol.  i.,  p.  115  et  seg. 
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All  modern  writers  on  the  subject  agree  in  the  recogni- 
tion that  the  sigmoid  flexure  is  normally  a  pelvic  rather 
than  an  abdominal  organ  ;  but  while  they  speak  of  the 
empty  gut  occupying,  with  its  middle  and  more  mobile 
portion,  Douglas's  pouch,  the  loop  passing  nearly  trans- 
versely from  left  to  right  across  the  pelvis,  and  sometimes 
reaching  its  floor,  they  all  refer  to  numerous  exceptions, 
in  which  it  is  found  occupying  various  positions  above 
the  pelvic  brim. 

The  description  of  Treves  is  accepted  by  Jonnesco,  but 
Bobier  (loc.  cit.),  while  admitting  that  in  92  per  cent,  this 
portion  of  the  intestine  is  found  in  the  pelvis,  lays  stress 
on  the  assumption  that  the  situation  of  the  loop  within 
the  pelvis  is  only  really  normal  when  it  is  empty  or  slightly 
distended,  whereas,  when  it  is  greatly  distended,  or  when 
the  other  pelvic  viscera,  the  bladder,  rectum  and  uterus, 
increase  in  volume  physiologically  or  pathologically,  the 
gut  may  be  pushed  up  into  the  abdomen. 

There  is  no  doubt  that  the  sigmoid  flexure,  distended 
with  flatus  under  the  conditions  of  rectal  obstipation,  or 
overloaded  with  scybala  in  cases  of  rectal  stricture, 
volvulus,  enlarged  prostate,  and  other  conditions  pro- 
ducing copro-stasis  within  it,  may  be  encountered  almost 
anywhere  below  the  liver  in  the  abdominal  cavity ;  but 
there  are  certain  circumstances  which  seem  to  have 
escaped  the  notice  of  writers  who  have,  perhaps,  been 
more  particularly  interested  in  the  graver  and  more  acute 
forms  of  intestinal  obstruction  which  demand  prompt 
operative  interference,  e.g.,  volvulus,  intersigmoid  hernia, 
intussusception  and  stricture. 

What  bearing  the  length  of  the  omega  loop  itself  or 
the  laxity  of  its  mesentery  may  have  on  the  tendency 
shown  by  a  comparatively  large  number  of  individuals  to 


io2  DIFFICULT  DIGESTION  DUE  TO  DISPLACEMENTS 


suffer  from  faecal  retention  in  the  sigmoid  loop  I  do  not 
propose  to  discuss,  because,  in  the  cases  coming  under 
my  own  observation,  opportunity  fortunately  has  not  yet 
arisen  for  measuring  these  structures  either  before  or 
after  death ;  but  those  who  are  more  familiar  with 
volvulus  and  intersigmoid  hernia  regard  undue  length 
of  the  sigmoid  meso-colon  as  a  commonly  predisposing 
cause  of  these  accidents,  and  advocate  the  operation  of 
meso-sygmopexy,  suturing  the  intestine  to  the  abdominal 
wall. 

There  is  one  observation  that  at  first  sight  appears  to 
be  incontrovertible,  but,  on  consideration,  may  be  open 
to  doubt  and  criticism,  in  spite  of  the  authority  with 
which  it  is  stated.  The  elongation  of  the  meso-sigmoid 
is  attributed  to  habitual  constipation,  the  laxity  of  the 
middle  portion  of  this  peritoneal  fold  being  regarded  as 
consequent  on  the  weight  of  the  bowel  filled  with  faecal 
matter  which  accumulates  therein,  and  leads  to  atony  of 
its  walls,  dilatation  and  inefficiency  of  peristaltic  action. 
If  this  view  of  the  conditions  be  correct,  then  the  presence 
of  a  faecal  mass  occupying  the  omega  loop  in  the  pelvis 
may  be  regarded  as  due  to  sigmoid  prolapse  ;  but  we  are 
told  that  the  true  pelvis  is  the  normal  situation  of  the 
sigmoid  flexure,  the  great  majority  of  adults,  both  in  the 
living  body  and  in  the  cadaver,  normally  carrying  a  few 
coils  of  the  small  intestine  and  this  loop  of  the  large 
bowel  in  the  pelvis. 

It  may  be  true,  and  probably  is  a  fact,  that  any  obstacle 
to  the  regular  passage  of  matters  through  the  rectum  will 
induce  copro-stasis  in  the  colon,  and  especially  in  its  most 
dependent  portion,  with  resulting  dilatation  and  atony, 
and  possibly  dragging  on  the  meso-sigmoid,  which  will 
give  and  stretch  to  a  certain  extent  when  a  condition  may 
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arise  similar  to  that  arching  of  the  transverse  colon 
observed  in  cases  of  general  enteroptosis,  and  sometimes, 
though  rarely,  occurring  without  any  corresponding  dis- 
placement of  the  other  viscera. 

When,  for  instance,  invagination  occurs  of  a  small 
portion  of  the  middle,  freely-movable  section  of  the 
omega  loop  into  the  last  part  of  the  sigmoid  (formerly 
known  as  the  first  part  of  the  rectum),  this  may  possibly 
give  rise  to  obstruction  and  retention  of  fasces  in  the 
sigmoid  flexure.  But  there  are  many  cases  of  constipa- 
tion in  which  I  have  found  the  rectum  empty,  the 
sphincters  normally  distensible,  and  no  evidence  of  any 
obstacle  to  the  passage  of  matters  through  the  bowel  save 
the  impaction  of  fasces  in  the  pelvic  loop  of  the  colon, 
easily  palpated  per  rectum,  giving  rise  to  ineffectual 
efforts  at  evacuation,  frequent  micturition  and  general 
local  discomfort  with  distension  of  the  abdomen,  yet 
without  any  acute  symptoms  or  any  evidence  of  volvulus 
or  displacement. 

The  bowel  is  full  of  hard  nodular  masses,  and  occupies 
much  more  than  its  fair  share  of  the  limited  space 
afforded  by  the  true  pelvis.  Deep  pressure  over  the 
hypogastric  and  left  iliac  region  sometimes  proves  that 
the  sigmoid  no  longer  has  any  loop-like  shape,  for  bi- 
manual examination  proves  the  existence  of  an  irregularly 
ovoid  tumour  formed  by  the  enormously  distended  bowel, 
bulging,  with  its  faecal  contents,  both  upwards  and  down- 
wards, as  well  as  forwards  and  backwards. 

Very  rarely  have  I  found  an  over-full  sigmoid  flexure 
occupying  the  abdomen  above  the  pelvic  brim  without 
any  portion  remaining  within  the  pelvis,  and  usually  rest- 
ing on  its  floor.  In  terms  of  ancient  anatomy  this  condi- 
tion, which  I  believe  to  be  more  common  than  is  usually 
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supposed,  would  be  regarded  as  an  enteroptosis,  and  if  it 
were  the  rule  that  the  bowel  rises  out  of  the  pelvis  into 
the  abdomen  under  circumstances  of  exaggerated  disten- 
sion, leaving  the  recto-vesical  pouch  free  for  occupation 
by  the  coils  of  the  small  intestine,  then,  adopting  the 
modern  view,  it  might  still  be  regarded  as  in  some  sense 
a  form  of  enteroptosis,  when,  being  abnormally  full,  the 
omega  loop  remains  within  the  true  pelvis,  resting  on  its 
floor,  the  normal  situation  for  it  when  empty.  But 
whether  this  occupancy  and  encroachment  is  to  be 
deemed  a  prolapse  of  the  sigmoid,  or  merely  an  over-dis- 
tension due  to  atony,  inefficient  peristalsis  and  subsequent 
inspissation  of  its  contents,  the  fact  remains  that  one 
form  of  constipation,  by  no  means  rare,  is  due  to  the 
existence  of  copro-stasis  in  the  omega  loop,  without  any 
discoverable  obstacle  a  fronte. 

With  an  empty  rectum,  without  apparent  straitening  of 
the  bowel  between  the  promontory  and  the  third  piece  of 
the  sacrum,  I  have  found  the  omega  loop  incarcerated  in 
the  pelvis  in  males  without  enlarged  prostates  or  any 
other  impediment  to  free  passage  per  rectum,  and  in 
females  without  any  uterine  displacement  or  other 
palpable  local  cause  for  the  obstruction.  Moreover,  the 
history  of  these  cases  has  almost  always  proved  identical 
in  one  particular :  the  patients  have  complained  that 
after  obtaining  scanty  and,  in  some  instances,  fairly  good 
motions  from  the  bowel,  the  evacuation  has  not  been 
attended  by  a  comfortable  sense  of  relief ;  but  uneasiness, 
irritation,  heat,  and  a  sensation  of  something  left  behind 
and  more  to  come  has  followed.  Straining,  injections  of 
glycerine,  enemata,  and  various  aperients  fail  to  overcome 
the  feeling  of  need  for  further  action  of  the  bowel;  in 
some  cases  attempts  more  or  less  ineffectual  all  through 
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the  day,  resulting  in  the  passage  of  rounded  pellets  or 
larger  masses  of  hardened  faxes,  in  others  no  rest  at 
night  being  obtained  unless  strong  measures  have  brought 
on  copious  pultaceous  motions,  to  be  followed  in  the 
course  of  another  day  or  two  by  the  same  difficulties,  till 
at  last  the  struggle  for  comfort  has  interfered  with  the 
health  and  strength  of  the  patient  physically  and  morally. 
They  are  assured  by  their  medical  advisers  in  some 
instances,  as  well  as  by  their  lay  friends,  that  they  are 
nervous  and  fanciful.  They  are  dubbed  very  neurotic, 
neurasthenics,  hypochondriacs,  and  hysterical. 

I  have  known  cases  in  which  sea-voyages,  operations 
for  piles,  forcible  dilatation  of  the  sphincters  and  Weir- 
Mitchell  treatment  have  been  prescribed  and  carried  out 
with  no  good  result.  Examination  has  proved  the  exist- 
ence of  a  distended  sigmoid  lodged  in  front  of  the  rectum 
and  wedged  in  the  pelvis.  Until  some  portion  of  its  con- 
tents have  been  removed,  it  is  not  easy  to  decide,  if  it  be 
at  all  possible  to  do  so,  whether  there  are  adhesions,  new 
growths  within  or  without  the  gut  which  impede  its 
action,  or  whether  it  has  become  paralyzed  and  thus  been 
rendered  incapable  of  expelling  its  contents. 

The  diagnosis  of  volvulus  is  comparatively  easy ;  but 
this  condition,  for  which  the  term  incarceration  seems  to 
be  convenient,  may  be  recognised  by  first  passing  a  long 
varnished  silk  or  rubber  tube,  and  washing  out  the 
bowel,  care  being  taken  to  avoid  any  sort  of  force,  either 
in  the  passage  of  the  tube  or  in  the  injection  of  the  warm 
water  or  assafcetida  enema.  Neither  must  any  great  bulk 
of  fluid  be  employed  ;  but  gently  from  an  irrigator  a 
stream  of  varying  pressure  may  be  introduced  and  with- 
drawn till,  with  a  certain  expenditure  of  time  and 
patience,  the  contents  of  the  bowel  are  evacuated.  Then, 
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for  the  purposes  of.  examination  and  diagnosis  of  the 
condition,  more  fluid  may  be  injected,  the  bowel  can  be 
palpated  per  rectum  and  bimanually,  with  the  patient 
lying  on  the  left  side,  having  the  right  thigh  flexed  on  the 
abdomen,  and  the  left  lower  extremity  extended  at  an 
obtuse  angle  to  the  trunk. 

The  examination  should  be  continued  in  the  dorsal 
decubitus  and  in  the  knee-elbow  position,  and  if  the 
bowel  is  not  felt  to  recede  upward  out  of  the  pelvis  in 
this  last  posture  of  the  trunk,  the  tilted-up  position,  with 
the  buttocks  raised  on  a  higher  plane  than  the  shoulders, 
will  clear  up  the  question  as  to  whether  the  omega  loop 
is  freely  movable  or  not.  If  it  is,  the  fluctuating  swelling 
formed  by  the  gut  containing  the  fluid  injected  for 
examination  purposes  will  recede  out  of  reach  of  the 
finger  in  the  rectum,  and  will  be  felt  impinging  against 
the  wall  of  the  iliac  and  hypogastric  regions  by  the  other 
hand  engaged  in  manipulation  and  palpation.  Careful 
handling  will  enable  the  observer  mechanically  to  expel 
the  fluid  from  the  bowel,  and  may  dispel  any  doubt  as  to 
the  nature  of  the  case.  Further  examination  from  time 
to  time  will  show  what  progress  is  made  towards  the 
restoration  of  tone  and  activity  to  the  over-distended 
bowel. 

It  is  true  that  the  greater  number  of  cases  of  sigmoid 
copro-stasis  in  which  the  bowel  has  been  found  incar- 
cerated between  the  bladder  and  the  rectum  have  been 
associated  with  invagination  or  prolapse  of  a  part  of  the 
loop  into  its  more  fixed  portion,  forming  a  nipple-shaped 
projection,  which  is  felt  by  the  finger  distinctly  protruding 
into  what  the  older  anatomists  describe  as  the  first  por- 
tion of  the  rectum,,  now  known  as  the  last  portion  of  the 
sigmoid  or  omega  loop. 
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But  I  have  met  with  some  few  instances  of  incarcera- 
tion of  the  pelvic  colon  (colon  pelvien)  without  any  in- 
vagination, in  which  examination  per  rectum  has  revealed 
the  existence  of  large  or  small  balls  and  masses  of  faeces 
in  Douglas's  pouch,  not  only  in  middle-aged  adults,  but 
in  young  persons  of  both  sexes,  so  that  it  may  be  regarded 
as  an  earlier  stage  of  the  conditions  in  which  one  finds 
invagination  with  incarceration,  the  prolapse  of  the 
sigmoid  flexure  into  the  rectum  being  an  effect  rather 
than  a  cause  of  the  arrested  passage  of  matters  through 
the  bowel. 

It  seems  probable  that  since  anatomists  have  found  the 
length  of  the  meso-sigmoid  varying  in  different  individuals, 
those  in  which  the  peritoneal  fold  is  more  than  usually 
lax  are  predisposed  to  the  imprisonment  of  fascal  matters 
in  the  omega  loop,  which  does  not  free  itself  from  the 
somewhat  narrow  limits  of  its  most  dependent  position 
between  the  rectum  and  bladder. 

I  have  had  three  members  of  the  same  family  under 
my  care,  at  different  times,  all  suffering  from  constipation 
due  to  the  same  cause,  i.e.,  copro-stasis  in  the  omega  loop, 
in  each  case  examination  per  rectum  revealing  the  pre- 
sence of  the  overloaded  bowel  in  the  pelvis. 

In  the  first  case,  that  of  a  middle-aged  gentleman,  sent 
to  me  by  Dr.  Tennent,  there  was  also  invagination.  In 
the  second,  an  elderly  lady,  his  aunt,  the  same  conditions 
existed ;  but  in  the  third,  his  daughter,  a  little  girl,  aged 
eleven  years,  with  a  history  of  obstinate  constipation, 
there  was  no  invagination. 

Two  other  instances,  a  brother  and  sister  in  the  one 
and  two  sisters  in  the  other,  have  been  under  my  own 
observation,  while  inquiry  into  the  family  history  has 
sometimes  elicited  the  information  that  near  relations 
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have  apparently  suffered  from  similar  conditions.  In  one 
case  the  patient's  father  had  died  of  '  obstruction  of  the 
bowel.' 

It  seems  to  me  possible  that  the  elongation  of  the  meso- 
sigmoid  may  be  an  anatomical  feature  in  certain  indi- 
viduals, predisposing  to  constipation,  rather  than  a  result 
of  habitual  costiveness  due  to  neglect  or  other  causes ; 
for  there  are  many  cases  of  intestinal  torpidity,  atony 
and  impaired  activity  of  the  bowels,  in  which  there  is  no 
evidence  of  retention  of  faeces  in  the  sigmoid  flexure,  nor 
any  symptoms  or  physical  signs  of  displacement  or  im- 
prisonment of  this  portion  of  the  intestine  in  the  pelvis, 
in  spite  of  long  and  persistent  constipation. 

When  the  particular  form  of  constipation  exists  which 
I  believe  is  due  to  accumulation  in  the  pelvic  colon,  pre- 
disposed thereto  by  the  laxity  of  the  meso-  sigmoid, 
peristaltic  action  failing  to  expel  its  contents,  the  loop 
is  distended,  the  mucous  membrane  becomes  irritable 
and  relaxed,  mucus  is  poured  out  in  the  endeavour  of 
Nature  to  assist  the  onward  passage  of  fasces ;  but  the 
result  is  that,  instead  of  effecting  the  expulsion  of  the 
scybala,  they  push  before  them  the  relaxed  mucous  mem- 
brane, and  possibly  a  portion  of  the  bowel  itself,  thus 
forming  a  prolapse  into  the  rectum,  which  can  be  readily 
detected,  often  complicated  by  the  formation  of  pouches 
of  redundant  mucous  membrane  in  the  sacral  portion  of 
the  sigmoid  (or  first  portion  of  the  rectum),  in  which 
small  rounded  masses  are  lodged.  These  pouches  also 
appear  to  exist  in  the  freer  portion  of  the  loop ;  and  the 
character  of  the  faeces  in  these  cases  is  peculiar,  in  that 
they  usually  take  the  form  of  small  balls  like  marbles,  or 
closely  resemble  sheep's  droppings,  oval,  sulcated,  and 
firm,  as  if  they  had  been  embedded  in  the  mucous  mem- 
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brane,  and  sometimes  enveloped  in  a  film  which  can  be 
peeled  off,  and  is  found  to  be  almost  intact,  penetrating 
into  the  sulci  and  investing  the  convolutions  of  the  faecal 
masses,  in  which  I  have  found  debris  of  food  taken, 
according  to  the  statement  of  the  patient,  weeks  and 
even  months  before. 

In  some  cases  I  have  been  able  with  the  finger  to  hook 
out  from  these  sacculi  little  round  balls  of  hardened 
fasces,  enwrapped  in  a  coating  of  inspissated  mucus 
forming  a  kind  of  false  membrane ;  and  when  the  same 
conditions  apparently  exist  in  the  sigmoid  itself  I  have 
sometimes  dislodged  rounded  and  faceted  lumps  there- 
from, expressing  them  into  the  rectum  by  means  of  the 
finger  by  a  manoeuvre  something  similar  to  the  plan 
adopted  by  billiard-players  in  turning  the  balls  out  of  the 
pockets  of  the  table. 

In  most  instances,  the  condition  of  sigmoid  prolapse 
having  been  diagnosed,  the  invagination  can  be  rectified 
and  its  recurrence  prevented  by  tilting  the  patient's  but- 
tocks and  gently  pressing  the  protruding  bowel  back  after 
thorough  evacuation  of  the  sigmoid.  Then,  by  a  com- 
bination of  rest,  massage,  abdominal  exercises  and  injec- 
tions, the  tone  of  the  bowel,  after  a  few  weeks'  treatment, 
may  be  so  completely  restored  that  the  patient  no  longer 
suffers  from  this  form  of  constipation,  regaining  regular 
control  of  the  bowels  pari  passu  with  restoration  to  better 
general  health. 

The  injection  of  mild  astringent  ointments  and  solu- 
tions of  witch-hazel  in  glycerine  and  water  aids  very 
markedly  in  reducing  the  redundancy  of  the  mucous 
membrane  so  frequently  concomitant  with  incarceration 
and  invagination  ;  but  in  this,  as  in  other  forms  of  con- 
stipation,  the  use  of  the  ordinary  commode  must  be  dis- 
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carded,  and  either  by  means  of  a  raised  platform,  or, 
better  still,  by  using  a  commode  with  a  very  low  seat, 
the  attitude  of  crouching  most  favourable  to  easy  defeca- 
tion should  always  be  assumed. 

By  these  comparatively  simple  means  this  very  distress- 
ing cause  of  ill-health  may  generally  be  overcome,  even 
after  years  of  discomfort ;  while  at  the  same  time  the  risk 
of  volvulus,  stricture  or  intersigmoid  hernia  is  avoided  by 
systematic  treatment ;  but  it  is  useless  to  attempt  to  deal 
successfully  by  half-measures  with  such  conditions  as  I 
have  described,  and  of  which  the  following  cases  are 
among  the  worst  examples  I  have  met  with. 

Rest  in  the  recumbent  posture,  and  the  assumption  of 
the  tilted-up  position  at  regular  intervals,  especially  before 
it  is  desired  to  relieve  the  bowels,  are  essential.  The 
improvement  of  general  nutrition  by  careful  dieting  and 
massage  of  the  whole  body  once  daily  at  least,  in  those 
cases  (the  majority)  in  which  loss  of  flesh,  with  nervous 
and  muscular  prostration  has  supervened,  is  necessary  to 
recovery. 

Manipulation  and  exercises  devised  for  the  restoration 
of  tone  and  bulk  to  the  abdominal  muscles,  and  to  favour 
the  easy  performance  of  the  digestive  functions,  should  be 
practised  at  intervals  twice  or  thrice  daily.1  At  the  same 
time,  rectal  examination  must  be  made  frequently  during 
the  course  of  treatment,  and  such  local  therapy  employed, 
e.g.,  injections,  etc.,  as  may  be  indicated  by  the  conditions 
disclosed,  and  only  to  be  recognised  by  careful  patient 
exploration. 

Case  i. — Mrs.  O.,  aged  thirty-seven,  was  sent  to  me  in 
June,  1889,  Dv  Dr.  Napier,  complaining  of  obstinate 
constipation,  no  relief  from  the  bowel  being  obtained 

1  'The  Practice  of  Massage,'  second  edition,  by  A.  Symons  Eccles. 
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without  an  enema  of  soap-and-water  for  the  past  twelve 
months.  Frontal  and  supraorbital  headache,  anorexia, 
insomnia,  and  nervous  prostration,  co-existed  with  loss  of 
muscular  tone,  anaemia,  and  premature  fatigue. 

Previous  illness  :  eight  years  before  she  had  suffered 
from  enteritis ;  fifteen  months  ago  there  had  been  an 
attack  of  acute  peritonitis. 

On  the  initiation  of  treatment  the  bowels  had  not  been 
open  for  a  fortnight ;  the  tongue  was  large,  flabby,  and 
coated,  marked  with  the  teeth.  There  were  no  physical 
signs,  except  some  increased  resistance  over  the  ascending 
colon,  with  tenderness  on  pressure,  especially  towards  the 
hepatic  flexure.  Some  pain  and  tenderness  also  existed 
to  the  left  and  below  the  navel  downwards  towards  the 
left  iliac  region. 

On  examination  per  rectum,  a  very  large  scybalous 
mass  was  found  distending  the  bowel,  which  was  removed 
with  difficulty  after  being  broken  up.  On  the  removal  of 
the  scybala,  the  sigmoid  flexure  could  be  felt  prolapsed 
into  the  rectum,  the  mucous  membrane  of  which  was 
much  relaxed,  and,  before  the  evacuation  of  the  mass, 
was  wrapped  round  and  forced  in  front  of  it.  On  the 
following  day  a  healthy  cylindrical  motion  was  passed. 
Two  days  after,  examination  showed  the  rectum  to  be 
ballooned  as  before,  but  quite  empty.  High  up,  just 
within  reach  of  the  finger,  could  be  felt  the  invaginated 
sigmoid,  whence  three  small  faceted  masses  were  dis- 
lodged, and  dropped  into  the  rectum.  For  a  fortnight  no 
relief  was  obtained  without  active  interference  ;  but  every 
day  scybala  were  removed,  and  on  the  fifteenth  day  a 
natural  motion  was  passed  without  artificial  aid  for  the 
first  time  for  more  than  six  months.  From  this  out, 
relief  was  obtained  daily  with  no  difficulty,  and  rectal 
examination  at  the  end  of  two  months  revealed  no 
evidence  of  sigmoid  prolapse.  The  rectum  contracted 
freely  and  vigorously,  all  redundancy  of  mucous  mem- 
brane having  apparently  ceased  to  exist.  The  unclothed 
weight  after  removal  of  the  faecal  concretion  on  the  first 
occasion  was  8  st.  12  lb. ;  at  the  close  of  treatment, 
10  st.  2  lb.  There  was  no  trace  of  anaemia  nor  any  of  the 
effects  of  toxic  absorption,  the  patient  being  to  all  intents 
and  purposes  quite  well. 

I  have  heard  of  her  from  time  to  time  up  to  the  date 
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of  writing,  and  she  has  remained  free  from  constipation. 
Briefly,  the  plan  pursued  during  the  eight  weeks  she  was 
under  my  care  was  rest  in  bed,  with  the  shoulders  on  a 
slightly  lower  level  than  the  hips ;  general  massage  was 
administered  once,  abdominal  thrice,  daily.  The  use  of 
large  enemata  was  discontinued  from  the  first,  two-drachm 
injections  of  a  solution  of  hamamelis  being  given  after 
each  evacuation  of  the  bowel.  During  the  last  month 
active  and  resisted  exercises,  devised  to  strengthen  the 
abdominal  walls,  were  also  carried  out. 

Case  2. — In  reference  to  this  case,  I  cannot  do  better 
than  quote  from  the  Cavendish  Lecture  of  Dr.  Lauder 
Brunton,  who  sent  me  the  patient  : 

'  Not  infrequently  adults  suffer  from  nervous  irritability, 
depression,  weakness,  and  inability  to  do  anything,  and 
this  is  put  down  on  the  part  of  their  friends,  and  fre- 
quently of  their  doctors,  to  neurasthenia  and  hypochon- 
driasis. They  are  treated  with  nervine  tonics,  nervine 
sedatives,  change  of  scene,  change  of  air,  baths,  waters, 
advice,  or  scolding,  and  all  to  no  good.  Nervous  and 
depressed  they  still  remain.  In  some  of  these  cases  one 
may  notice  a  large  amount  of  mucus  in  the  motions,  and 
sometimes  there  appear  to  be  actual  casts  of  the  intestines 
— long  membranous-looking  shreds,  apparently  tubular  in 
their  nature.  This  condition  has  been  described  by  the 
late  Sir  James  Simpson  under  the  name  of  "  membranous 
enteritis,"  and  it  is  not  only  usually  said  -to  be  associated 
with  hypochondriasis,  but  often  it  is  looked  upon  as  the 
consequence  rather  than  the  cause  of  the  nervous  condi- 
tion which  is  certainly  its  usual  concomitant.  But  it  is 
of  no  use  here  to  treat  the  nerves  :  if  you  wish  for  any 
good  result,  yon  must  treat  the  bowels.  In  some,- probably 
in  many  cases,  it  depends  upon  the  partial  constriction  of 
the  intestine  near  the  junction  of  the  sigmoid  flexure  with 
the  rectum.  The  motions,  lodging  here,  tend  to  cause  an 
inflammatory  condition  of  the  mucous  membrane  and 
profuse  secretion  of  mucus,  which  either  simply  coats  the 
faecal  masses,  or  forms  a  kind  of  false  membrane.  This 
condition  may  be  due  to  actual  constriction  of  the  lumen 
of  the  gut,  or  to  a  diminution  in  its  calibre  from  pressure. 
In  children  prolapse  of  the  rectum  is  a  very  common 
thing.  In  adults  it  is  comparatively  rare,  but  in  them  a 
tendency  remains,  not  to  prolapse  of  the  rectum  ex- 
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ternally,  but  of  the  sigmoid  flexure  into  the  rectum  ;  and 
this  condition  may  give  rise  to  great  nervous  disturbance, 
lasting  for  years,  and  perhaps  indefinitely,  unless  its 
existence  be  suspected  and  the  proper  treatment  adopted. 
I  once  saw  a  case  of  this  sort  at  intervals  for  two  or  three 
years  without  ever  suspecting  its  nature.  It  occurred  in 
a  man  from  New  Zealand  who  had  been  accustomed  to  a 
great  deal  of  horse  exercise,  frequently  riding  forty  miles 
a  day.  He  began  to  suffer  from  neurasthenia,  hypochon- 
driasis, loss  of  appetite,  failing  strength,  and  emaciation. 
In  fact,  he  presented  almost  the  typical  aspect  of  the 
hysterical  girls  who  are  so  well  treated  by  the  Weir- 
Mitchell  plan,  and  in  consequence  of  this  I  advised  him 
to  undergo  a  course  of  massage.  This  he  did  two  or 
three  times  with  very  little  good,  until  by  my  advice  he 
went  to  Dr.  Eccles,  who  discovered  the  real  cause  of  his 
illness,  and,  by  the  judicious  application  of  massage  to 
the  intestines,  completely  restored  him  to  health.' 

The  history,  treatment,  and  recovery  of  this  patient, 
taken  from  the  case-book,  are  as  follows  : 

He  was  admitted  for  treatment  on  November  2,  1889. 
Height,  5  ft.  g%  in. ;  unclothed  weight,  7  st.  10  lb. ;  age, 
thirty-three.  A  very  thin,  sallow,  dark-complexioned 
man,  with  a  dry,  rough  skin,  blanched  lips  and  nails; 
the  tongue  furred,  flabby,  and  marked  with  the  teeth. 
Heart-sounds  were  feeble,  and  the  first  short  and  sharp. 
P.  small,  dicrotic,  82;  resp.  normal,  18  ;  temp.  980  Fahr. ; 
appetite  bad,  slight  nausea,  and  drowsiness  for  one  or  two 
hours  after  food.  He  complained  of  great  weakness, 
especially  in  the  legs,  and  inability  to  obtain  relief  from  the 
bowels  without  physic  and  enema.  Sleep  was  disturbed 
by  dreams,  and  unrefreshing.  The  urine  was  scanty, 
sp.  gr.  1-028,  very  acid,  urates,  no  albumen,  no  sugar. 
The  abdomen  presented  no  noticeable  feature  save  loss  of 
subcutaneous  fat  and  thinness  of  muscular  walls.  Ex- 
amination per  rectum,  dry,  empty,  and  ballooned  ;  there 
was  no  faecal  matter  within  reach  of  the  finger,  but  high 
up  the  sigmoid  flexure  could  be  felt  protruding  into  the 
rectum. 

Personal  History. — He  remembers  that  as  a  boy  he 
always  suffered  much  from  constipation,  and  passed  large 
motions  with  difficulty.  In  the  year  1882  he  first  noticed 
inability  to  digest  food,  with  a  sense  of  fulness  in  the 
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stomach,  regurgitations,  and  a  very  foul  tongue.  These 
conditions  he  attributed  to  irregularity  of  meals  and  over- 
work as  a  cattle  and  sheep  farmer  in  New  Zealand,  when 
he  often  had  to  rise  at  2  a.m.,  and  kept  late  hours,  often 
coming  in  exhausted  and  late  for  meals.  For  twelve 
years  the  constipation  had  been  increasing.  After  two  or 
three  hours'  walking,  there  was  so  much  fatigue  that  he 
was  compelled  to  rest  for  three  days,  the  legs  being  too 
weak  to  permit  of  locomotion.  In  1883  he  could  hardly 
walk  at  all,  dragging,  heaviness,  and  tingling  being 
especially  felt  in  the  left  leg.  He  had  suffered  from  left 
sciatica,  which  was  cured  by  the  hot  sulphur  springs  of 
Rotorua. 

On  November  5,  examination  per  rectum  revealed  a 
large  scybalous  mass  in  the  sigmoid  flexure,  which  could 
be  felt  bulging  into  the  rectum  ;  evacuation'  was  effected 
by  massage  and  irrigation  with  a  long  tube.  On  Novem- 
ber 8  a  similar  condition  was  found,  the  scybala  in  faceted 
masses  weighing  together  2  lb.  On  November  11  there 
was  good  relief  from  the  bowels,  and  the  clothed  weight 
was  8  st.  3!  lb.  November  18,  weight  8  st.  g£  lb. ;  De- 
cember g,  g  st.  4  lb.  ;  December  16,  g  st.  7  lb.  The  milk 
in  the  diet  had  been  omitted  for  fourteen  days  as  the 
patient  complained  of  nausea  and  biliousness.  December 
23,  no  gain  in  weight  since  the  16th  ;  comfortable  relief 
from  the  bowels  daily  since  the  gth  inst.  Had  been  out 
walking  during  the  last  week,  and  felt  no  pain  nor  fatigue. 
The  treatment  was  concluded  on  the  following  day.  The 
patient  was  seen  again  on  December  30,  when  he  reported 
that  there  had  been  comfortable  relief  from  the  bowels 
daily.  He  had  walked  for  more  than  an  hour  each  day 
without  any  pain  in  the  legs  or  sense  of  exhaustion.  On 
January  6,  1890,  examination  per  rectum  showed  that  the 
redundancy  of  mucous  membrane,  which,  in  the  earlier 
days  of  treatment,  had  formed  pouch-like  folds  in  the 
rectum,  was  much  less  ;  there  were  no  scybala  ;  the  rectum 
was  no  longer  distended  nor  dry.  On  January  22,  before 
leaving  for  New  Zealand,  the  patient  again  presented  him- 
self, when  no  abnormality  could  be  felt  in  the  rectum  ; 
the  bowels  had  acted  regularly  without  difficulty  daily. 
The  unclothed  weight  was  9  st.  8  lb.  Since  that  date  the 
patient  has  written  at  intervals  describing  his  health  as 
completely  re-established.    He  had  married  in  September, 
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1890,  and  when  last  heard  of,  in  1894,  was  leading 
a  healthy,  active  life,  without  any  return  of  his  old 
troubles. 

Case  3. — Miss  E.,  aged  twenty-six,  was  sent  to  me  from 
Germany  by  a  colleague  who  had  been  under  my  care. 
She  complained  of  constipation,  from  which  she  had 
suffered  more  or  less  since  childhood,  and  for  some 
months  had  been  unable  to  obtain  relief  without  the  use 
of  physic  and  an  enema  every  twenty-four  hours.  Her 
complexion  was  muddy,  the  eyes  prominent,  and  the 
thyroid  gland  slightly  enlarged.  The  tongue  flabby  and 
thinly  furred,  no  appetite,  some  nausea,  flatulence,  and 
genera]  distension  of  the  abdomen,  cold  hands  and  feet. 
The  heart-sounds  were  normal,  but  rapid  palpitation 
frequently  kept  her  awake  at  night,  and,  although  she  did 
nothing  to  fatigue  herself,  she  always  felt  tired  and 
depressed. 

Examination  disclosed  a  dilated,  empty  rectum,  but, 
high  up,  nodular  masses  could  be  felt  in  the  sigmoid 
flexure  through  the  anterior  rectal  wall.  There  was  a 
marked  protrusion  of  the  sigmoid  bowel  into  the  rectum, 
but  the  invagination  could  not  be  felt,  on  resumption  of 
the  left  lateral  decubitus,  after  raising  the  patient  to  the 
knee-elbow  position.  The  unclothed  weight  was  8  st.  10  lb., 
at  the  close  of  a  month's  treatment,  9  st.  4  lb. 

During  the  first  week  the  motions  were  hard  and  en- 
wrapped in  mucus,  sometimes  oval  and  faceted,  at 
others,  small,  round  lumps.  Sleep  was  very  irregular, 
and,  until  daily  relief  from  the  bowel  was  obtained,  the 
appetite  continued  to  be  capricious. 

Very  speedily,  however,  this  case  yielded  to  treatment 
by  the  same  means  as  those  adopted,  and  already 
described,  for  the  relief  of  sigmoid  prolapse,  and,  since 
April,  1890,  when  the  patient  was  under  my  care,  active 
outdoor  exercise  had  sufficed  to  maintain  good  spirits, 
healthy  appetite,  sleep,  and  general  well-being  up  to  1894, 
when  I  last  heard  from  her. 

Case  4.— Mrs.  C,  aged  sixty-two,  consulted  me  in  Feb- 
ruary, 1890,  for  insomnia  of  fifteen  years'  duration,  indiges- 
tion and  obstinate  constipation.  In  1872  she  had  suffered  in 
Cairo  from  dysentery,  and  had  since  gradually  lost  health 
and  spirits.  JLvery  sort  of  narcotic  had  been  taken  in 
large  doses;  chloral,  paraldehyde,  sulphonal,  bromides 
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and  morphia,  with  many  other  drugs,  had  failed  to  pro- 
duce more  than  three  or  four  hours'  sleep  nightly,  so  that 
latterly  she  was  becoming  very  neurasthenic  and  depressed 
physically  and  mentally. 

The  heart-sounds  were  very  feeble,  short  and  sharp  ; 
the  first  sound  was  inaudible  in  the  recumbent  and  semi- 
recumbent  posture.  The  whole  abdomen  was  greatly 
distended  with  flatus,  bulging  in  all  directions,  and  every- 
where tympanitic.  Examination  per  rectum  revealed 
some  fiabbiness  of  the  mucous  membrane  and  the  exis- 
tence of  haemorrhoids.  As  the  finger  was  introduced,  the 
bowel  could  be  felt  distinctly  dilating,  and  a  nipple-like 
protrusion  of  the  sigmoid  into  the  rectum  was  felt,  much 
resembling  the  patulous  os  uteri.  Above  this,  through 
tne  wall  of  the  bowel,  lumps  of  faecal  matter  bulged  against 
the  anterior  surface  of  the  rectum,  high  up,  extending  up- 
wards as  far  as  the  finger  could  reach. 

Treatment  was  unavoidably  postponed  till  early  in  the 
following  June,  when  the  patient,  being  quite  broken  down 
from  want  of  sleep,  was  admitted.  She  was  very  nervous 
and  emotional,  afraid  to  be  alone,  unable  to  take  food  by 
reason  of  the  flatulent  distension  of  the  abdomen,  and 
latterly  aperients  and  enemata  had  failed  to  procure  com- 
fortable relief  from  the  bowels,  as  there  was  'always  a 
sensation  that  something  remained  behind,  even  after  a 
relaxed  motion.' 

The  tongue  was  dry  and  furred,  and  the  mouth  was 
hot  and  dry.  Indeed,  there  was  some  degree  of  xerostomia, 
which  persisted  until  after  ten  days'  treatment,  when 
sleep  for  six  hours  was  obtained  for  the  first  time  without 
drugs  for  twelve  years.  With  occasional  bad  nights, 
when  only  three  or  four  hours'  sleep  was  enjoyed,  this 
patient  gradually  improved  in  every  way.  Appetite  in- 
creased as  the  abdominal  distension  decreased.  Night 
terrors  ceased  to  occur,  the  bowels  were  relieved  regularly, 
and  the  motions,  which  had  at  some  times  been  hard, 
rounded  and  faceted,  at  others  liquid  and  unformed,  began 
to  assume  normal  shape  and  size. 

The  unclothed  weight,  which  was,  on  admission, 
8  st.  I  lb.,  rose  to  9  st.  7  lb.  on  July  7,  when  the  tongue 
was  quite  clean,  the  mouth  was  cool  and  moist,  twelve 
good  nights  of  over  eight  hours'  sleep  had  been  passed, 
and  the  patient  was  free  from  discomfort  of  any  kind. 
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In  January  of  the  following  year  she  had  a  bout  of  in- 
digestion, giddiness  and  sleeplessness,  which  yielded  to 
the  simple  remedy  of  a  dose  of  calomel  and  the  resumption 
of  the  tilted-up  position  for  half  an  hour  twice  daily,  with 
the  observance  of  the  crouching  attitude  at  stool,  which 
had  been  neglected  during  a  prolonged  absence  from  her 
own  home.  I  have  had  frequent  opportunities  of  hearing 
of  and  from  this  lady,  who  continues  to  sleep  and  digest 
well,  keeping  free  from  constipation,  and  enjoying  a  fair 
measure  of  health,  though  she  is  now  over  seventy  years 
of  age. 

The  following  case  so  much  resembles  this  that  I  quote 
it  here  for  comparison,  as  it  appears  to  afford  ample 
evidence  of  the  relationship  between  extreme  neurasthenia 
and  disordered  digestion  due  to  sigmoid  dilatation  with 
prolapse.  The  results  of  treatment  have  not  been  so 
permanently  beneficial,  but  longer  intervals  of  good  health 
have  been  enjoyed  since  than  before  the  cause  of  the 
nervous  irritability  was  discovered.  Moreover,  as  soon  as 
the  accumulation  in  the  sigmoid  flexure  is  removed,  and 
means  are  adopted  to  prevent  it,  the  nervous  symptoms 
subside,  though  unfortunately  it  does  not  seem  possible 
in  this  case  always  to  foresee  and  forefend  the  collection 
of  faecal  matter  above  the  rectum,  which  produces  so 
much  discomfort  and  interferes  so  seriously  with  the 
intellectual  and  social  pursuits  of  the  sufferer  therefrom. 

Case  5. — Mrs.  D.,  aged  fifty-three,  was  sent  to  me  in 
September,  1890,  by  Dr.  Bright  of  Cannes,  who  thus 
described  her  condition  : 

'  She  suffers  (1)  from  nervous  exhaustion  (probably  in- 
creased by  a  great  deal  of  head-work  which  she  has  under- 
taken at  various  times,  and  certainly  now  by  her  time  of 
life).  She  has  at  times  been  almost  unable  to  do  the 
slightest  thing,  or  make  the  least  mental  effort. 

'  (2)  She  suffers  from  psoriasis,  which  at  one  time  was 
very  troublesome. 

'  (3)  Her  digestion  is  most  difficult,  and  this  may  have 
been  weakened  by  persistence  in  living  almost  entirely  on 
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liquid  food,  on  account  of  pain  and  diarrhoea,  which,  she 
assures  me,  are  always  caused  by  solid  food. 

'  She  will  give  you  the  full  history  of  all  these  matters, 
and  you  will  learn  for  yourself  the  mainspring  of  it  all ; 
but  I  think  you  will  agree  with  me  that  perfect  rest, 
massage,  and  food  gradually  increased  in  solidity  may  do 
a  great  work  in  making  the  nervous  system  more  able  for 
ordinary  life.' 

The  history  given  by  this  patient  fully  bore  out  the 
opinions  and  facts  given  me  by  Dr.  Bright,  and  the  effect 
of  treatment  advised  by  him  was  most  satisfactory  for 
three  years,  when  a  very  severe  and  prolonged  attack  of 
acute  psoriasis  disturbed  the  health,  and  the  necessary 
interference  with  exercise  produced  a  recurrence  of  the 
sigmoid  dilatation  with  accumulation,  alternating  diar- 
rhoea and  constipation,  and  nervous  prostration.  From 
this  there  has  been  good  recovery  ;  but  once  or  twice  in 
twelve  months  an  attack  of  intestinal  irritability,  always 
attended  by  evidences  of  copro-stasis,  has  temporarily 
reproduced  the  nervous  exhaustion  which  occasionally 
distresses  the  patient  by  rendering  her  unfit  to  carry  out 
the  normal  pursuits  of  busy  intellectual  life,  though 
there  has  never  been  a  relapse  into  the  condition  of 
ill-health  which  led  to  the  adoption  of  treatment  eight 
years  ago. 

For  twenty  years  this  patient  had  suffered  from  psoriasis, 
indigestion  with  irregular  action  of  the  bowel,  and  for  five 
years  the  dyspepsia  and  diarrhoea  had  been  much  worse, 
following  a  chill  which  produced  gastritis  and  psoriasis 
'  from  head  to  foot,'  nervousness  and  depression. 

For  the  past  two  years  the  neurasthenia  had  increased, 
the  catamenia,  which  had  been  irregular  during  that  time, 
ceased  about  six  months  ago,  and  since  then  liquid  food 
only  had  been  taken.  She  now  complained  of  occipito- 
cervical pain  and  increasing  difficulty  with  the  bowel,  no 
form  of  aperient  or  enema  acting  with  any  regularity. 
There  was  great  depression  with  paroxysms  of  weeping, 
sleeplessness,  skin  irritation  and  much  restlessness. 

Massage  of  the  abdomen  was  employed  after  physical 
examination  had  failed  to  establish  the  existence  of  any 
organic  mischief  save  the  dilatation  and  prolapse  of  the 
sigmoid,  which  protruded  into  the  rectum  and  thus  con- 
stricted the  bowel  at  the  site  of  invagination.  Scybalous 
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masses  could  be  felt  in  the  iliac  region  through  the 
abdominal  wall  and  also  on  digital  examination  of  the 
rectum,  which  was  hot,  dry,  and  empty.  These  were 
removed  by  manipulation  and  injection  of  warm  oil,  the 
tube  being  passed  into  the  sigmoid  flexure.  Small  and 
large  hard,  rounded  masses  with  debris  and  loose  semifluid 
motions  were  evacuated  on  the  first  day  by  these  means. 
At  intervals  the  same  sort  of  passage  was  obtained,  till  on 
the  fifth  day  an  injection  of  warm  olive-oil  (  three  ounces) 
after  abdominal  kneading  produced  a  copious  motion, 
first  of  small,  hard  pellets,  some  round  like  bullets,  others 
faceted,  and  afterwards  thin,  pale,  tape-like  fasces. 
Internal  discomfort  varied  in  degree  and  duration  for 
some  days,  but  no  more  inspissated  matters  were  passed. 
That  the  accumulation  must  have  lasted  for  some  time 
was  shown  by  the  recognition  of  food  debris,  e.g.,  vegetable 
fibres,  fruit  seeds  and  undigested  sinew  which  had  not, 
according  to  the  patient's  statement,  been  ingested  during 
the  past  six  months.  Five  times  afterwards  in  the  course 
of  a  month  there  was  uneasiness  in  the  bowel,  general 
irritation  and  depression;  then  followed  evacuation  of 
large  faecal  masses,  at  first  hard,  afterwards  soft  and  semi- 
formed.  Daily  relief,  sometimes  twice,  without  any 
injection  was  obtained  normally  up  to  the  beginning  of 
November,  when  the  treatment  was  brought  to  a  close. 
The  weight  varied  from  10  st.  5  lb.  to  10  st.  9  lb.  Fair 
health  was  maintained  till  July,  1891,  when  an  attack  of 
nausea,  depression  and  irregular  action  of  the  bowel  was 
treated  for  a  fortnight  by  rest,  massage  and  injections  of 
oil  with  good  result.  Full  ordinary  diet  had  been  taken 
and  all  went  well  till  June,  1893,  when  there  was  an  acute 
attack  of  psoriasis  which  did  not  subside  till  the  end  of 
July.  During  its  continuance  the  patient  suffered  much 
from  nervous  irritation  and  some  insomnia,  derangement 
of  gastro-intestinal  functions  and  consequent  accumula- 
tion, which  was  relieved  as  before. 

In  1894  there  was  a  short  and  severe  bout  of  local 
disturbance  of  the  bowel  function  followed  by  nervous 
depression  and  succeeded  by  an  attack  of  psoriasis. 

At  intervals  since  there  have  been  attacks  of  the  same 
character,  recurring  at  irregular  periods  and  lasting  from 
a  few  days  to  three  or  four  weeks.  At  all  times  the 
conditions  are  apparently  identical,  and  although  the 


120  DIFFICULT  DIGESTION  DUE  TO  DISPLACEMENTS 


predisposing  cause  of  the  uneasiness  may  vary — at  one 
time  a  chill,  at  another  over-fatigue — the  exciting  cause  of 
the  nervous  breakdown  seems  to  be  invariably  traceable 
to  the  local  abdominal  discomfort  characterized  by  a  sense 
of  insufficient  relief  from  the  bowel.  An  evacuation  in  the 
morning  is  followed  by  one  or  more  scanty  motions  in  the 
afternoon,  consisting  of  small,  hard  masses  and  liquid 
matter,  which,  however,  do  not  relieve  the  sensation  of 
something  remaining  behind,  producing  great  restlessness, 
local  irritation  and  general  malaise,  with  anorexia,  dis- 
tension, and  inability  to  sleep  until  an  enema  has  been 
used  with  a  long  soft  pipe,  when,  as  a  rule,  several  large 
masses  are  brought  away  from  the  sigmoid  flexure,  and 
for  a  time  the  discomfort  is  allayed. 

Whenever  an  opportunity  has  occurred  for  rectal  ex- 
amination before  the  bowel  has  been  well  washed  out,  a 
scybalous  accumulation  in  the  sigmoid  flexure  has  been 
palpable,  and  when  this  is  removed  the  relief  of  local 
uneasiness  is  soon  followed  by  improvement  in  general 
health. 

The  coincidence  of  nervous  phenomena  with  the  intes- 
tinal obstruction  compels  the  belief  that  the  former  are 
directly  due  to  auto-toxaemia  following  absorption  from 
the  bowel  of  waste  products,  delayed  in  elimination  by  the 
mechanical  obstacle  to  regular  evacuation  of  faecal  matters 
created  by  the  prolapsed  and  distended  sigmoid. 

Those  who  are  accustomed  to  digitally  examine  recta 
must  be  familiar  with  a  condition  which  frequently  follows 
immediately  on  the  introduction  of  the  finger  within  the 
internal  sphincter.  The  bowel  will  distinctly  be  felt  to 
dilate,  the  transverse  diameter  increasing  very  perceptibly, 
so  that  the  lumen  of  the  rectum  is  markedly  enlarged, 
while  apparently,  though  perhaps  not  really,  the  distance 
between  the  anus  and  the  upper  extremity  of  the  rectum 
is  shortened,  the  finger  becoming  the  tangent  of  the  arcs 
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described  by  the  anterior  and  posterior  rectal  walls.  Thus 
instead  of  following  the  sacral  curve  with  the  flattened 
bowel  enwrapping  the  finger  as  a  glove,  one  is  able  to  pass 
it  straight  from  the  internal  sphincter  to  the  sacral 
promontory  without  contact  with  the  bowel  wall  save  at 
these  two  points,  the  shaft  of  the  finger  being  free  within 
the  dilated  rectum,  the  tip  and  root  alone  impinging  on 
the  mucous  membrane. 

It  has  occurred  to  me  that  in  these  cases  the  passage 
of  faecal  matter  from  above  into  the  sigmoid  flexure 
may  be  attended  by  a  similar  gaping  of  this  part  of  the 
bowels,  such  a  condition  when  associated  with  prolapse 
giving  rise  to  the  faecal  accumulation  which  is  so  often 
met  with  in  this  form  of  enteroptosis.  So  far  as  we  know 
there  is  no  reason  why  a  mechanical  stimulus  coming  from 
the  upper  end  of  the  bowel  may  not  give  rise  to  the  same 
conditions  as  exist  when  in  some  cases  they  are  brought 
about  by  the  introduction  of  the  examining  finger  from 
below. 

It  is  true  that  in  the  one  case  a  foreign  body  is  intro- 
duced per  anum,  while  in  the  other  faeces  pass  in  the 
natural  order  of  events  from  the  descending  colon  into  the 
sigmoid  flexure,  and  it  may  be  contended  that  the  dilata- 
tion of  the  bowel  is  caused  by  over-distension  from  the 
presence  of  an  abnormal  quantity  of  faecal  matter  detained 
in  the  sigmoid  flexure  in  consequence  of  the  obstruction 
arising  from  anatomical  relations.  That  this  is  not 
always  so  is  shown  by  the  fact  that  small  rounded  masses 
of  faeces  can  be  felt  through  the  rectum  lodged  in  the 
most  dependent  portion  of  a  comparatively  empt)'  sigmoid, 
and  the  result  of  irrigation  proves  that  the  bowel,  although 
apparently  enlarged,  is  not  always  overfull,  or  even  fully 
occupied. 
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Case  6  illustrates  well  the  unfortunate  effects  of  long- 
standing prolapse  of  the  sigmoid  while  it  also  shows 
what  may  be  done  to  overcome  the  difficulty  by  simple 
means. 

A  lady,  aged  sixty-six,  in  April,  1895,  consulted  mefor  the 
relief  of  increasing  discomfort  caused  by  the  sensation 
that,  after  daily  evacuation  of  the  bowel,  only  obtained  by 
the  use  of  strong  aperients,  there  was  something  which 
remained  behind  and  could  not  be  expelled.  The  un- 
easiness so  interfered  with  her  usual  good  health  that  she 
was  beginning  to  suffer  from  nervous  irritability,  depres- 
sion of  spirits  and  a  loss  of  interest  in  life  very  foreign  to 
her  normal  state.  She  had  been  constipated  all  her  life  ; 
but  until  four  years  ago  mild  laxatives  sufficed  to  main- 
tain regular  activity  of  the  bowel.  Since  that  time  the 
use  of  aperients  had  necessarily  been  increased  both  in 
dosage  and  strength,  and  latterly,  in  spite  of  various 
strong  pills  and  potions,  relief  from  the  bowel  was  very 
irregular  and  always  for  some  two  or  three  hours  after  a 
stool  there  was  great  uneasiness  with  a  sense  of  need  for 
further  action. 

Physical  examination  showed  that  the  abdominal  walls 
were  much  relaxed,  without  any  muscular  tone,  the  belly 
being  pendulous. 

Examination  per  rectum  revealed  a  very  flabby  bowel, 
with  small  internal  haemorrhoids  and  redundant  mucous 
membrane.  High  up  an  annular  constriction,  with  nipple- 
like projection  into  the  rectum,  could  be  felt,  and  through 
the  anterior  wall  some  hard  rounded  masses,  not  larger 
than  small  cherries,  were  freely  movable  by  the  tip  of  the 
ringer.  There  was  no  contraction  of  the  rectum  on 
directing  the  patient  to  make  an  expulsive  effort ;  but  the 
hard  lumps  previously  felt  were  forced  lower  down  into 
Douglas's  pouch.    The  uterus  was  slightly  prolapsed. 

On  raising  the  buttocks  and  lowering  the  shoulders  in 
the  left  lateral  recumbent  position,  the  recto -vaginal 
pouch  became  empty,  and  the  uterus  could  be  distinctly 
felt  through  the  anterior  wall  of  the  rectum,  while  the 
nipple-like  protrusion  above  was  no  longer  within  reach 
of  the  examining  finger. 

After  irrigation  of  the  bowel  through  a  long  rectal  tube, 
which  was  easily  passed  into  the  sigmoid  flexure,  several 
small  round  scybala  were  passed,  with  some  mucus,  and 
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the  patient  declared  that  she  felt  completely  relieved  for 
the  first  time  for  three  years. 

The  adoption  of  the  up-tilted  position  for  half  an  hour 
before  the  use  of  the  irrigator  daily,  together  with  the 
support  afforded  by  a  well-adjusted  abdominal  belt,  has 
relieved  the  unpleasant  symptom  of  inefficient  action  of 
the  bowel  from  which  this  patient  had  so  long  suffered, 
and  for  the  past  three  years  any  uneasiness  has  been 
immediately  relieved  by  the  use  of  an  enema  of  half  a  pint 
of  warm  water  thrown  high  up  by  means  of  a  firm  rubber 
tube  fixed  to  a  douche-can,  not  less  than  10  inches  of  the 
tube  being  gently  passed  into  the  bowel. 

Case  7. — A  lady,  aged  fifty-six,  in  August,  1895,  com- 
plained of  obstinate  constipation,  sometimes  continuing 
for  ten  days,  unrelieved  by  strong  aperients,  of  which  she 
named  a  very  long  list.  The  use  of  any  of  these  appeared  to 
irritate  the  bowel,  producing  an  inclination  for  relief  only 
partially  obtained,  and  always  followed  by  a  sense  of 
weight  about  the  lower  part  of  the  abdomen,  and  bearing 
down  in  the  pelvis.  Frequently  the  desire  for  an  evacua- 
tion occurred  during  the  day,  without  any  power  to  satisfy 
it.  Many  plans  of  treatment  had  been  adopted  without 
success,  and  on  the  last  occasion  of  a  visit  to  Carlsbad 
there  was  a  constant  desire  to  pass  a  motion,  but  no 
ability  to  do  so,  the  irritability  of  the  bowel  increasing 
after  frequent  unsatisfactory  watery  movements. 

Examination  of  the  abdomen  revealed  general  flatulent 
distension,  especially  of  the  transverse  colon,  with  dulness 
on  percussion  and  slight  tenderness  on  pressure  to  the 
left  and  below  the  navel.  Per  rectum,  the  sphincter  was 
relaxed,  the  bowel  roomy  with  redundant  mucous  mem- 
brane, and  a  nipple-shaped,  freely  movable  entrance  to 
the  sigmoid.  There  was  no  dilatation  of  the  ring-like 
constriction  when  the  act  of  defalcation  was  simulated. 
A  large  bulging  mass  could  be  felt  above  and  in  front  of 
the  rectum.  As  the  finger  was  withdrawn  the  rectum 
dilated. 

This  patient  suffered  from  occipitofrontal  headache, 
great  restlessness,  irritability  and  agoraphobia.  Sleep 
was  disturbed  by  vivid  and  alarming  dreams.  Latterly 
she  complained  of  increasing  depression  of  spirits,  which 
alarmed  her,  as  her  father  had  died  of  '  nervous  exhaus- 
tion,' and  one  member  of  her  family  was  insane. 
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In  October  of  the  same  year  I  saw  this  patient  again. 
She  had  been  unable  to  carry  out  the  treatment  recom- 
mended, and  I  have  not  seen  her  since,  but  there  is  little 
doubt  that  the  cause  of  her  troubles  was  the  faecal 
accumulation  in  the  sigmoid  flexure,  which  had  lost  the 
power  of  expelling  its  contents  by  reason  of  the  cul-de- 
sac  resulting  from  prolapse  and  consequent  dilatation. 

Case  8. — Dr.  B.,  aged  thirty-seven,  in  December,  1895, 
complained  of  constipation  with  sense  of  insufficient 
relief  after  motions,  which  consisted  almost  invariably  of 
six  or  seven  hard  balls,  small  in  size,  with  a  little  mucus. 
These  conditions  had  existed  for  two  years — since  an 
attack  of  typhoid  fever,  immediately  after  which  there  had 
been  large  quantities  of  mucus  in  the  stools  and  much 
flatulence.  Occasionally  distension  of  the  whole  colon, 
and  some  pain  in  the  left  iliac  fossa  occurred  in  the 
morning,  these  symptoms  being  relieved  by  the  expulsion 
of  gas  with  the  inspissated  faeces,  but  during  the  day 
flatus  accumulated,  causing  great  discomfort  and  constant 
irritation  of  the  bowel. 

On  examination  of  the  abdomen,  some  fulness  about 
the  caecum  and  ascending  colon  was  all  that  could  be 
found  ;  but  examination  per  rectum  disclosed  the  presence 
of  scybala  lodged  in  the  sigmoid  flexure,  which  was  pro- 
lapsed into  the  rectum  almost  identically  in  the  fashion 
already  referred  to  in  Case  1. 

This  patient  complained  of  the  apathy,  inability  to 
work,  and  inequilibrium  of  the  nervous  system,  which  he 
rightly  attributed  to  the  condition  of  his  digestive  organs. 
The  tongue  was  furred,  the  appetite  variable,  and  sleep 
seemed  to  depend  on  the  state  of  the  bowel,  for  when 
there  was  distension  and  frequent  expulsion  of  flatus,  he 
was  unable  to  secure  a  good  night's  rest.  The  constric- 
tion caused  by  invagination  of  the  sigmoid  into  the  rectum 
in  this  case  was  easily  dilatable  by  the  finger,  and  in  the 
course  of  the  first  examination  I  was  able  to  hook  down 
into  the  rectum  two  hard,  nut-like  faecal  lumps. 

Massage  of  the  abdomen  twice  daily,  the  adoption  of 
the  up-tilted  position  before,  and  the  crouching  attitude 
at  stool,  gave  great  relief.  After  using  the  rectal  tube 
and  irrigation  for  a  few  days,  comfortable  relief  was 
obtained  daily,  and  gradually  the  quantity  of  mucus  was 
reduced,  the  stools  assuming  a  flattened,  cylindrical  shape. 
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Examination  per  rectum,  after  three  weeks'  treatment, 
failed  to  disclose  the  existence  of  any  constriction  or  pro- 
jection into  the  rectum,  and  all  went  well  until  April,  1896, 
when  (during  the  prevalence  of  an  east  wind)  flatulence, 
constipation,  hard  globular  faeces,  dark  in  colour  and  en- 
wrapped in  inspissated  membranous  mucus,  recurred. 
The  sigmoid  was  again  found  to  be  projecting  into  the 
rectum,  but,  after  a  few  days  of  the  same  treatment  as 
before,  the  bowel  receded,  and  thin,  tape-like  motions  re- 
placed the  scybala. 

Since  that  time  the  patient  has  worn  a  narrow 
abdominal  belt,  and  has  had  no  serious  recurrence  of 
his  former  troubles.  Now  and  then  there  is  a  threatened 
return  of  flatulent  distension,  accompanied  by  furring  of 
the  tongue  and  a  tendency  to  constipation;  but  the  use 
of  the  tube  and  a  mild  dose  of  calomel  suffices  to  set 
matters  right,  so  that  for  two  years  little  discomfort  has 
interfered  with  the  even  tenour  of  a  much-improved 
existence. 

Case  9. — Mr.  S.,  aged  forty-two,  was  sent  to  me  in  January, 
1898,  by  Dr.  G.  P.  Tennent,  complaining  of  insomnia, 
with  nocturnal  enuresis,  dyspepsia,  flatulent  distension  of 
the  stomach  and  bowels,  frequent  eructations  and  passage 
of  flatus  per  anum  ;  very  troublesome  constipation,  with 
inability  to  completely  evacuate  the  bowel,  the  sensation 
that  there  is  more  to  come  persisting  even  after  a  fairly 
good  motion. 

Nearly  two  stone  had  been  lost  in  weight  in  the  past 
three  years.  He  had  been  to  Carlsbad,  had  an  operation 
for  haemorrhoids,  and  many  other  forms  of  treatment  by 
drugs,  and  otherwise  had  failed  to  overcome  the  dejection 
and  nervous  depression,  almost  amounting  to  melancholia, 
which  he  attributed  to  the  want  of  sleep.  For  several 
months  only  three  or  four  hours  of  uneasy  slumber  per 
night,  followed  by  fitful  snatches  of  dozing,  frequently 
interrupted  by  the  call  to  pass  urine,  had  compelled  the 
patient  to  try  various  narcotics,  none  of  which  procured 
dreamless,  refreshing  sleep. 

There  was  much  distension  of  the  small  intestines  and 
colon,  with  some  bulging  of  the  flanks,  more  marked  on 
the  left  than  on  the  right  side. 

Examination  per  rectum  showed  that  there  was  incar- 
ceration of  the  sigmoid  flexure,  with  a  scybalous  mass 
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lying  between  the  rectum  and  the  bladder,  pressing  on  the 
latter  organ.  Some  feecal  matter  hooked  and  pressed  out 
into  the  rectum  by  the  finger  was  passed,  and  after  irriga- 
tion with  glycerine  and  water,  by  means  of  a  long  tube 
good  relief  from  the  bowel  was  obtained.  For  some  days 
irritability  of  the  bladder  continued,  and  occasionally  the 
feeling  that  everything  bad  not  come  away  from  the  bowel 
was  verified  by  the  result  of  douching  the  sigmoid  after  a 
motion  had  been  passed  in  the  morning. 

The  position  of  the  sigmoid  flexure  was  well  ascertained 
by  examination  per  rectum  after  passing  a  pint  of  water 
into  the  prolapsed  bowel,  for  the  presence  of  fluid  in  the 
recto-vesical  pouch  could  be  plainly  recognised,  and 
bimanual  palpation  enabled  me  to  feel  the  increased  ten- 
sion of  the  fluid  impinging  against  the  intra-rectal  finger- 
tip when  the  other  hand  was  employed  in  making  pressure 
on  the  left  iliac  and  hypogastric  regions.  Frequent 
examination  was  most  useful  in  comparing  the  objective 
signs  with  the  subjective  symptoms,  and  invariably  the 
desire  to  obtain  relief  from  the  bowel  and  the  irritability 
of  the  bladder  proved  to  be  due  to  an  accumulation  of 
faecal  matter  in  the  bowel  lying  between  the  bladder  and 
rectum.  If,  as  on  more  than  one  occasion,  no  heed  was 
paid  to  these  symptoms,  and  the  removal  of  the  cause  was 
omitted,  the  enuresis  increased,  and  a  sleepless  night 
resulted  therefrom.  Steadily,  however,  the  patient's  con- 
dition improved  ;  the  tongue,  thickly  furred  at  first,  soon 
began  to  clean  ;  and  the  unclothed  weight  rose  in  eight 
weeks  from  9  st.  10 J  lb.  to  11  st.  7  lb. 

The  treatment  adopted  was  successful  in  every  way  save 
that,  on  distending  the  bowel  with  water,  there  was  still  a 
certain  degree  of  sigmoid  distension  to  be  felt  per  rectum, 
though  the  extent  was  by  no  means  so  great  as  before ; 
neither  downwards  nor  antero-posteriorly  did  the  sigmoid 
flexure  encroach  on  the  bladder  and  rectum,  while  the 
changes  of  position  from  the  recumbent  to  the  crouching 
attitude  did  not  increase  the  degree  of  ptosis  as  they  had 
done  in  the  earlier  days  of  treatment.  On  leaving  London 
the  patient  was  advised  to  keep  the  bowel  well  relieved, 
to  wear  an  abdominal  support,  which  was  adjusted  before 
he  left,  and  to  avoid  anything  which  might  tend  to  pro- 
duce constipation. 

Almost  immediately  on  his  return  home  he  was  con- 
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fronted  by  domestic  trouble  and  bereavement,  which 
interfered  with  due  care  for  his  own  health,  and  disturbed 
his  digestion.  The  liver  was  affected,  the  stools  became 
pale,  constipation  ensued,  and  for  some  months  there  was 
a  return  of  the  previous  conditions,  though  flesh  was  not 
so  rapidly  lost.  Insomnia,  however,  recurred,  and  with  it 
the  same  depression  of  spirits  and  despondency.  In  July 
the  patient  again  consulted  me,  when  I  found  him  less 
physically  affected,  but  as  greatly  mentally  dejected  as  he 
was  in  January.  The  sigmoid  prolapse  was  less,  and 
there  was  no  bulging  between  the  rectum  and  the  bladder, 
though  there  was  a  certain  degree  of  invagination  of  the 
bowel  into  the  rectum  when  the  patient  strained,  as  at 
stool.  The  tongue  was  furred,  the  motions  were  too  pale 
and  firm,  constipation  was  difficult  to  overcome,  and  the 
appetite  was  very  capricious.  At  the  same  time  the 
bladder  was  much  less  irritable ;  for,  whereas  before 
January  micturition  occurred  fourteen  times  a  day  (some- 
times more  frequently),  and  never  less  than  six  times  at 
night,  now  he  was  only  disturbed  twice  between  10  p.m. 
and  8  a.m.,  and  during  the  day  urinated  no  more  often 
th  an  normal.  For  a  fortnight  massage,  tilting  up,  irriga- 
tion, and  a  liver  pill  taken  every  other  night,  with  rest  for 
the  greater  part  of  the  day  in  bed,  comprised  the  treat- 
ment. Sleep  improved,  weight  was  gained,  and  for  another 
fortnight  the  same  treatment  (without  rest  in  bed  during 
the  day),  with  several  hours  in  the  open  air  daily,  was 
carried  out.  The  patient  returned  home  quite  cheerful, 
sleeping  six  hours  every  night,  and  free  from  any  dis- 
comfort. 

m  He  has  since  been  able  to  maintain  the  improvement  in 
his  general  condition,  and  has  learned  the  importance  of 
keeping  the  bowel  free  from  accumulation. 

The  foregoing  cases  may  be  taken  to  prove  sufficiently 
the  existence  of  good  reason  for  attributing  to  local  con- 
ditions of  mechanical  obstruction  the  general  ill-health 
so  frequently  associated  with  sigmoid  prolapse,  and  for 
those  who  accept  the  teaching  of  the  late  Sir.  Andrew 
Clarke  in  regarding  the  retention  and  absorption  of  effete 
matter  in  the  lower  bowel  as  a  cause  of  anaemia  it  is  not 
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necessary  to  insist  further  on  the  import  of  this  form  of 
enteroptosis. 

But  there  are  some  who  may  be  disinclined  to  believe 
that  there  is  any  relationship  between  neurasthenia  and 
prolapse  of  the  sigmoid  flexure  other  than  coincidence  ; 
for  inasmuch  as  either  may  occur  without  the  other,  it 
may  be  argued  that  cause  and  effect  are  not  proven, 
though  the  role  played  by  auto-intoxication  in  the  produc- 
tion of  phenomena  usually  grouped  together  and  termed 
'  nervous  exhaustion  '  is  now  more  generally  recognised 
than  it  was  when  attention  was  drawn  to  the  relationship 
between  neurasthenia  and  disorders  of  digestion  some 
years  ago1  by  Glenard,  and   subsequently  by  myself 
Sometimes  difficult  defalcation  may  exist  for  a  long  time 
without  interfering  so  seriously  with  general  health  as  to 
induce  the  patient  to  seek  advice  until  the  failure  of 
ordinary  remedies  attracts  attention  to  the  recurrence  at 
frequent  intervals  of  obstipation  which  will  not  yield  to 
treatment  unless  directed  to  the  relief  of  the  local  cause 
of  obstruction.    In  these  cases  careful  inquiry  and  ex- 
amination may  prove  the  existence  of  long-standing  and 
gradually-increasing   prolapse    or  incarceration  of  the 
sigmoid  flexure  with  distension  of  the  colon— sometimes 
of  the  descending  portion  only,  at  others  involving  the 
whole  of  the  large  bowel.    The  symptom  which  appears 
to  characterize  the  condition  and  to  point  to  the  locality 
of  the  obstruction  is  the  sensation  of  which  almost  all 
persons  who  suffer  therefrom  complain— that  after  an 
evacuation  early  in  the  day  there  is  still  something  left 
behind,  promoting  a  desire  for  further  relief,  which  is  not 
obtained.    In  several  cases  of  chronic  constipation  exist- 

1  '  De  l'Enteroptose,' Lyons,  1885. 

2  'The   Relationship   between   Neurasthenia  and   Disorders  01 
Digestion,'  British  Medical  Journal,  March,  1894. 
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ing  for  some  years  which  have  come  under  my  observation 
the  statement  has  been  volunteered,  without  any  leading 
questions,  that  for  a  more  or  less  extended  period  the 
bowels  have  been  '  irritable,'  frequent  inadequate  attempts 
to  empty  the  bowel  disturbing  the  patient  throughout  the 
day,  and  sometimes  at  night  also. 

In  many  instances  this  state  of  affairs  has  been 
attributed  to  intestinal  atony,  the  hypogastric  and 
lumbar  pain  has  been  regarded  as  indicative  of  dysperi- 
stalsis,  due  to  lack  of  muscular  efficiency ;  but  the  cause 
of  the  powerlessness  and  pain  is  the  obstruction  to  the 
passage  of  its  contents  through  the  displaced  sigmoid 
flexure,  and  unless  this  impediment  to  regular  comfortable 
action  of  the  bowel  is  recognised  and  relieved  the  conse- 
quences may  be  even  more  grave  than  those  already 
referred  to  in  the  cases  quoted  above. 

Normally  the  sigmoid  flexure  is  the  narrowest  part  of 
the  colon,  and  the  last  portion  of  the  gut  is  narrower  than 
the  loop ;  if  then  the  sigmoid  is  invaginated  into  the 
rectum,  it  follows  that  the  calibre  of  the  bowel  in  this 
situation  must  be  seriously  reduced,  the  constriction  so 
produced  constituting  a  very  formidable  obstacle  to  the 
easy  passage  of  what  we  regard  as  a  healthy  motion,  soft 
in  consistence  and  cylindrical  in  shape.  But  the  mechanical 
obstruction  thus  set  up,  in  itself  sufficient  to  delay  the 
progress  of  normal  faeces,  leads  to  accumulation  in  the 
bowel  above,  involving  inspissation  of  the  contents  which 
renders  their  passage  still  more  difficult  through  the 
narrow  strait ;  for  their  shape  and  consistence  are  altered, 
and  the  weight  of  the  matters  so  retained  in  the  sigmoid 
flexure  probably  suffices  to  drag  the  bowel  down  into  the 
recto-vesical  pouch,  in  which,  on  digital  examination,  it 
is  so  often  found  to  be  situate.    This  I  believe  to  be  the 
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usual  course  of  events  leading  to  the  condition  from 
which  many  troubles  arise. 

No  doubt  there  are  cases  wherein  the  regular  use  of 
aperients  suffices  to  overcome  the  constipation  resulting 
from  distension  of  the  bowel,  but  there  are  others  which 
for  me  have  made  the  condition  under  consideration 
assume  a  much  graver  aspect  than  the  mere  existence  of 
this  particular  enteroptosis  would  otherwise  present,  and 
to  these  attention  may  perhaps  be  drawn,  because,  so  far 
as  I  am  aware,  no  suggestion  has  yet  been  made  that 
sigmoid  prolapse  may  account  for  the  determination  of 
locality  in  cancer  of  the  rectum. 

In  1887  a  well-known  cleric  consulted  me  for  a  condi- 
tion of  obstipation  from  which  he  declared  he  had  suffered 
at  intervals  for  many  years,  with  an  almost  invariable 
sensation  at  all  times  that  the  bowel  was  not  thoroughly 
unloaded,  even  after  the  use  of  drastic  purges.  Latterly 
he  had  lost  flesh  and  strength  pari  passu  with  increasing 
difficulty  in  passing  a  motion,  which  was  now  always 
attended  by  appreciable  haemorrhage  from  the  bowel. 
On  examination,  I  found  what  was  unquestionably  a 
scirrhous  mass  surrounding  and  constricting  the  upper 
portion  of  the  rectum.  He  had  already  learned  the 
nature  of  the  malady  from  a  high  surgical  authority,  and 
when  I  announced  that  the  constipation  of  which  he 
complained  could  only  be  relieved  by  an  operation,  he 
objected  to  the  diagnosis  of  malignancy  on  the  ground 
that  the  stricture  was  of  too  long  standing. 

Moreover  he  had  absolutely  refused  to  undergo  lumbar 
colotomy,  which  had  been  urged,  and  begged  that  I  would 
employ  the  means  at  my  disposal  for  the  temporary  relief 
of  the  constipation.  To  this  consent  was  given  if  the 
sanction  of  an  independent  medical  celebrity  could  be 
obtained.  This  was  sought  by  the  patient,  who  returned 
to  me  with  it,  and  for  some  weeks  the  bowel  was  daily 
evacuated  through  a  Jacques's  tube  No.  16.  The  haemor- 
rhage continued  to  increase,  and  as  the  health  of  the 
patient  did  not  visibly  deteriorate  but  rather  seemed  for 
the  time  to  improve,  I  again  advised  recourse  to  operation 
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before  loss  of  strength  should  detract  from  the  prospect 
of  prolonging  life  which  it  alone  afforded. 

The  patient  replied  to  my  advice  by  abandoning  further 
treatment,  and  he  died  shortly  afterwards. 

In  the  following  year  a  sister  of  this  patient,  aged  fifty- 
two,  consulted  me,  fearing  that  she  suffered  from  the  same 
condition  of  malignancy,  as  she  had  experienced  increasing 
difficulty  for  five  years  in  obtaining  satisfactory  relief  from 
the  bowel. 

Her  story  was  that  since  early  childhood,  indeed,  so 
long  as  she  could  remember,  there  had  always  been 
a  tendency  to  constipation,  which  had  on  rare  occasions 
been  associated  with  attacks  of  watery  diarrhoea.  For 
some  years  she  had  noticed  that  after  scanty  action  of  the 
bowels  in  the  morning  she  was  often  troubled  by  pain  in 
the  lower  part  of  the  abdomen,  attended  by  a  desire  to 
obtain  further  relief  from  the  bowel  three  or  four  times 
daily,  which  sometimes  resulted  in  the  passage  of  flatus 
alone  ;  at  others  a  quantity  of  mucus  and  one  or  two  small, 
hard  lumps  were  passed  without  producing  a  sense  of 
comfort. 

Examination  per  rectum  disclosed  the  presence  of  hard 
lumps  which  could  be  felt  above  a  soft,  patulous  constric- 
tion of  the  rectum  formed  by  the  invaginated  sigmoid. 
There  was  no  induration  of  the  bowel  walls,  and  the  hard- 
ness disappeared  after  an  injection  of  warm  water,  which 
brought  away  a  copious  semiformed  motion  with  a  few 
hard,  faceted  lumps. 

Irrigation,  massage,  Leubuscher's  method  of  applying 
the  galvanic  current,  rest  in  the  recumbent  position  and 
the  adoption  of  the  crouching  posture  at  stool,  with 
a  firm  cushion  placed  between  the  thighs  and  the  abdomen, 
gradually  overcame  constipation  and  allayed  the  dis- 
comfort of  frequent  abortive  attempts  to  unload  the 
bowel. 

Nine  years  after  I  again  saw  this  patient,  who  told  me 
that  very  rarely,  as  the  result  of  neglecting  the  prescribed 
exercises  and  attitude,  she  was  obliged  to  use  an  enema  ; 
otherwise  comfortable  relief  was  obtained  daily.  On 
examining  the  rectum  I  could  feel  nothing  abnormal  save 
when  the  patient  strained  as  if  at  stool,  when  there  was  a 
palpable  bulging  into  the  upper  portion  of  the  rectum, 
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just  within  reach  of  the  finger  tip,  of  what  felt  like  re- 
dundant mucous  membrane.  Nothing  could  be  felt  in 
Douglas's  pouch. 

Some  ten  years  ago  Mr.  C,  suffering  from  scirrhous 
stricture  of  the  upper  portion  of  the  rectum,  was  sent  to 
me  by  Dr.  Lauder  Brunton  for  palliative  treatment  by 
massage  and  injection  of  warm  water  through  a  Jacques's 
tube  passed  beyond  the  constriction  daily,  which  gave 
comparative  relief  for  a  month,  the  patient  having  refused 
to  be  operated  on  as  he  was  advised.  At  the  end  of  the 
month  the  stricture  became  impermeable  and  lumbar 
colotomy  was  performed  by  Mr.  Clement  Lucas ;  but 
operative  measures  had  been  postponed  too  long  to  secure 
the  prolongation  of  life  which  the  patient  had  been  urged 
by  all  who  were  consulted  to  seek  by  the  only  means 
available  in  his  case.  Now,  the  information  given  by  this 
patient  was  perhaps  suggested ;  but  in  answer  to  the 
inquiry  whether  the  actions  from  the  bowel  had  been 
unsatisfactory  for  any  long  time  before  the  symptoms  of 
obstruction  became  urgent,  he  told  me  that  for  as  long 
as  he  could  remember  he  had  suffered  from  occasional 
attacks  of  constipation,  and  during  more  than  seven  years 
he  had  noticed  the  recurrence  of  attacks  referred  to  as 
"just  like  strangury,  only  of  the  bowel  instead  of  the 
bladder." 

One  other  case  of  carcinoma  recti  following  prolapse  of 
the  sigmoid  flexure  has  come  under  my  observation : 

Early  in  1892  a  lady,  aged  fifty-five,  consulted  me  for  the 
relief  of  sick-headaches,  from  which  she  had  suffered 
for  twenty  years,  with  increasing  severity  and  frequency 
for  six  years  prior  to  the  time  when  I  first  saw  her. 
Habitual  constipation,  latterly  attended  by  great  uneasi- 
ness and  a  bearing-down  sensation,  nausea,  and  vomiting, 
accompanied  the  temporal  and  supraorbital  headache, 
always  associated  with  prostration  and  all  the  typical 
signs  of  migraine.  The  stomach  was  dilated  and  pro- 
lapsed, the  transverse  colon  and  the  sigmoid  flexure  were 
also  prolapsed  ;  the  latter  could  be  felt  as  a  mammiform 
protrusion  into  the  rectum,  but  there  was  no  hardness  nor 
any  unyielding  constriction  of  the  bowel  wall.  Douglas's 
pouch  was  occupied  by  small  masses  of  hardened  faeces, 
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which  were  washed  out.  On  straining,  the  invagination 
into  the  rectum  increased,  and  in  the  tilted  position  the 
bowel  receded.  After  seven  weeks'  treatment  by  rest, 
massage,  and  dietetics  the  headaches  were  relieved,  the 
patient,  who  was  rather  stout,  with  flabby  muscular  system, 
a  pendulous  abdomen,  and  a  sallow  skin,  became  much 
less  anaemic,  muscular  tone  improved,  and  healthy  exercise, 
which  had  not  been  taken  for  some  years,  was  undertaken 
with  good  results.  The  constipation  was  overcome,  and 
for  nearly  three  years  fairly  good  health  was  maintained. 
In  1894  this  patient  consulted  me,  complaining  of  a  pain 
on  the  inner  side  of  one  knee,  which  she  said  interfered 
with  her  due  observance  of  the  rules  laid  down  in  regard 
to  regular  exercise.  There  was  some  tendency,  to  a  recur- 
rence of  constipation,  and  examination  per  rectum  revealed 
the  fact  that  the  sigmoid  flexure  was  again  invaginated 
into  the  rectum,  but  on  raising  the  buttocks,  the  bowel 
receded,  and  no  constriction  could  be  felt.  I  warned  the 
patient  to  continue  the  exercises  prescribed  for  the  im- 
provement of  abdominal  muscular  tone,  and  advised  the 
resumption  of  the  belt,  which  had  been  lately  discarded 
after  having  afforded  good  support  to  the  pendulous  belly 
for  two  years. 

Another  practitioner  of  medicine  was  consulted,  and 
for  nearly  a  year  I  lost  sight  of  this  patient,  but  in  August, 
1895,  I  was  sent  for  to  see  her  in  consultation  with  her 
medical  adviser.  She  was  suffering  from  obstruction  of 
the  bowel,  and  just  within  reach  of  the  examining  finger 
a  firm,  hard,  unyielding  stricture  could  be  felt  which 
admitted  the  passage  of  a  Jacques's  tube  No.  25. 

The  abdomen  was  much  distended,  and  the  patient 
was  in  some  discomfort.  An  assafcetida  injection  was 
advised,  but  the  following  day  the  patient's  condition  was 
worse,  and  I  was  asked  by  her  medical  attendant  to 
receive  her  for  treatment.  However,  on  reaching  her 
bedside,  I  found  her  suffering  from  acute  obstipation,  and 
at  the  urgent  request  of  her  doctor  I  took  charge  of  the 
case,  calling  in  the  assistance  of  Dr.  Lauder  Brunton  and 
Mr.  C.  B.  Keetley,  who  performed  lumbar  colotomy, 
successfully  prolonging  the  patient's  life  in  comparative 
comfort  for  many  months.  Mr.  Keetley  was  able  to  con- 
firm the  existence  of  a  large  scirrhous  mass  enveloping 
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the  upper  part  of  the  rectum  when  he  opened  the 
abdomen. 

This  case  especially  impressed  me  with  the  serious 
import  of  sigmoid  prolapse,  for  I  was  able  to  recognise 
the  existence  of  this  with  the  other  enteroptoses  described 
long  before  there  was  any  supervention  of  malignancy, 
the  great  improvement  in  health  following  the  cessation 
of  sick  headaches  in  1892,  and  the  immunity  from  any 
discomfort  enjoyed  for  at  least  two  years  after  precluding 
the  possibility  of  the  existence  of  cancer  prior  to  the 
winter  of  1894,  when  it  may  be  that  the  disease  was 
beginning  to  affect  the  bowel.  Certainly,  in  1895,  when 
I  was  called  in  to  relieve  the  obstruction  of  the  bowel, 
and  only  succeeded  in  washing  out  the  contents  above 
the  stricture  once,  the  patient  declared  that  she  had  not 
noticed  any  difficulty  in  getting  relief  from  the  bowel  until 
late  in  the  winter  of  1894,  when  the  pain  in  the  knee  over- 
shadowed the  discomfort  in  the  hypogastrium  with  irrita- 
bility of  the  bladder,  which  preceded  the  obstipation 
occurring  in  August,  1895.  Up  to  that  time  she  had 
always  been  able  to  overcome  the  constipation,  which  had 
then  assumed  the  same  character  as  before  treatment  in 
1892,  viz.,  the  sense  of  unsatisfied  desire  to  evacuate  the 
bowel,  and  the  tendency  to  frequent  useless  attempts  to 
get  rid  of  something  remaining  behind.  This  lady  was 
typically  neurasthenic — many  of  her  friends  regarded  her 
rather  as  a  malade  imaginaire  ;  yet  her  sufferings  in  1892 
and  prior  to  that  date  were  very  real — quite  as  painful  to 
her  in  some  ways  as  those  which  followed  in  1895,  when 
all  were  aware  of  the  nature  of  the  malady,  and  no  longer 
regarded  her  complaint  as  fanciful. 

I  am  by  no  means  advocating  the  manufacture  of  ill- 
ness, nor  the  fostering  of  invalidism,  but  there  appears  to 
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be  a  well-defined  difference  between  hysterical  neuro- 
mimesis  and  neurasthenia — the  one  due  to  exaggerated 
self-consciousness  and  a  mental  attitude  of  martyrdom, 
the  other  to  physical  instability  and  a  true  lack  of  bodily 
health,  often  associated  with  great  mental  energy,  which 
collapses  only  when  the  want  of  storage  room  in  the 
nervous  system  compels  the  neurasthenic  to  rest  awhile 
and  recharge  the  exhausted  accumulators.    There  are 
few  physical  conditions  so  provocative  of  nervous  ex- 
haustion as  those  associated  with  mechanical  or  chemical 
disturbance  of  abdominal  visceral  functions  ;  and  whether 
the  patient  is  aware  of  its  existence  or  not,  it  is  very 
certain  that  successful  treatment  of  the  local  defect  in 
assimilation,  absorption,  or  elimination  will  almost  always 
suffice  to  restore  the  general  health  lost  in  consequence 
of  disordered  digestion. 

Among  the  many  causes  of  defective  elimination  is  the 
altered  anatomical  relationship  between  the  rectum  and 
the  bowel  immediately  above  it,  here  termed  prolapse  of 
the  sigmoid  flexure,  of  which  there  appear  to  be  two 
varieties— the  one,  invagination  of  the  last  part  of  the 
bowel  above  into  the  first  portion  of  the  rectum  below ; 
the  other,  actual  falling  downwards  of  the  sigmoid  flexure 
into  the  pelvis,  where  a  portion  of  the  gut  may  occupy 
and  encroach  on  the  space  between  the  rectum  and  the 
bladder  in  one  sex  and  the  uterus  in  the  other.  These 
two  varieties  may  co-exist  as  seen  in  some  of  the  cases 
here  quoted  ;  they  are  also  often  concomitant  with  pen- 
dulous abdomina,  and  are  not  infrequently  coincident 
with  other  enteroptoses.  I  do  not  believe  that  this  par- 
ticular form  of  visceral  dislocation  can  exist  without 
symptoms,  as  I  have  the  notes  of  over  three  hundred 
rectal  examinations,  and  in  none  were  there  physical 


136  DIFFICULT  DIGESTION  DUE  TO  DISPLACEMENTS 


signs  of  ptosis  without  the  subjective  symptom  of  difficult 
defalcation,  not  always  to  the  extent  of  obstipation,  but 
almost  always  characterized  by  a  tendency  to  faecal 
accumulation,  and  never  without  some  loss  of  power  to 
obtain  complete  evacuation  of  the  bowel  when  the  desire 
to  do  so  was  present.  For  these  reasons,  and  for  the 
more  serious  purpose  of  prophylaxis  against  the  super- 
vention of  cancer,  which  I  venture  to  believe  may  be 
induced  by  the  chronic  irritation  set  up  by  this  condition 
when  neglected  or  ignored,  I  hope  this  small  contribution 
to  the  study  of  sigmoid  prolapse  may  not  be  altogether 
valueless. 
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